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BACKGROUND INFORMATION 
In 1961, the Office of Economic Opportunity hoped to reverse patterns 
of poverty by establishing federally funded programs to deal with needs of the 
economically disadvantaged (US ~ept. of HEW, 1975). Head Start, a federal 
program, received it's funding from the Administration of Children, Youth, and 
Families Office of Human Development, for the Department of Health, Education, 
and Welfare. The overall goal of the Head Start program is to increase the 
social competence in children of low income families. This will provide the 
child with skills to better deal with his/her present environment and to meet 
effectively the later demands in school and life. This involves cognitive 
and intellectual development, physical and mental health, and nutrition needs 
necessary to achieve social competence (US Dept. HEW, 1975). To attain these 
goals, the federal government developed a Head Start policy manual which out-
lined specific performance standards for each Head Start program to follow. 
These performance standards addressed the objectives for the basic components 
of Head Start programs. These components include: education, health, nutri-
tion, social · services, and parent involvement. Thus, the performance standards 
pr ov i de for : 
1. The improvement of the child's health and physical abilities, 
including appropriate steps to correct present physical and 
mental problems and to enhance every child's access to an 
adequate diet. 
2. The improvement of the family's attitude toward future health 
care and physical abilities. 
3. The encouragement of self-confidence, s_pontaneity, curiosity, 
and self discipline which will assist in developing the 
child's social and emotional health. 
4. The enhancement of the child's mental processes and skills 
with particular attention to conceptual and communication 
skills. 
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S. The establishment of patterns and expectations of success 
for the child, which will create a climate of ·confidence 
for present and future learning efforts and overali ·de-
velopment~ 
6. Au increase in the ability of ·the child and the family 
to relate to each other and to others. 
7. The enhancement of the sense of dignity and self worth 
within the child and his family. (US Dept. of HEW, 1975 
page 1) 
Head Start programs were then required to develop a plan fo~ implementing 
the performance standards for each of the five components. Programs failing 
to meet the standards were found to be out of compliance and given the oppor-
tunity to alter that status or be denied refunding in the future. 
Since the development of the performance standards, many Head Start pro-
grams have sought technical ~·assistance in developing plans to meet the per-
formance standards. The Administration for Children, Youth and Families, 
Childrens Bureau (ACYF), has regional _staff in addition to contracted consultants 
to assist Head Start programs with their plans and periodically evaluate how 
effectively the Head Start programs implement these plans. When the performance 
standards were developed, health was included as a major component, second only 
to education. 
It has beentfound th~t one-third of enrolled Head Start children suffer 
from illness (Ziegler, 1973). Many of these illnesses are diseases directly 
related to poverty, thus indicating a need for health services in a Head Start 
program (Van Leeuwen, 1969). Dr. Hunter, Director of Health Services for Pro-
ject Head Start since~its beginnings in 1965, has stated the following: · 
The Head Start health effort is based on the concept that 
physical and mental well being can only be promoted through 
a comprehensive health care program--one that provides for 
medical, dental, nutritional, and mental health services, 
each with preventive, diagnostic, curative and rehabilitative 
aspects. (Rockelman, 1972; Zi ~gle~, 1973; Van Leeuwen, 1969) 
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In additiofi, Head Start recognizes the importance of preventive health 
promotion and early intervention {as stated in the performance standards) 
by requiring physical and dental exams, vision, hearing and speech screenings, 
tuberculosis and lab tests, and appropriate immunizations. 
Once a health need . is identified, Head Start's objective is to 
provide the child' ·s family with the necessary skills and 
insight and otherwise attempt to link the family to an 
on going health care system to insure that the child 
cpntinues to receive comprehensive health care even af-
ter leaving the Head Start program (US Dept. of HEW, 
1975, page 16) 
BOSTON'S HEAD START PROGRAM 
To familiarize the reader with Boston's Head Start program, the organi-
zational structure and background -of .the health component is presented. The 
Boston Head Start program (BHSP) was established in 1965. BHSP is sponsored 
by the Action for Boston Community . Development, Inc. (ABCD). This is the grantee 
agency for Head Start. The communities served by the BHSP division are located 
within the city of Boston. Specifically, these eleven target communities are 
Allston-Brighton, Charlestown, Columbia Point, Dorchester, East Boston, Jamaica 
Plain, North End, P~rker Hill-Fenway, Roxbury-North Dorchester, South Boston 
and the South End. The BHSP division accepts children ages 3-5 from low income 
families (req~irements for low income eligibilit_y are set by the federal gov-
erment). ·The BHSP can accommodate up to 1900 children. Ten percent must be 
special needs (physical, mental or emotionally handicapped). For all these 
children BHSP provides intellectual, social, emotional, and health assistance 
(ABCD, 1976). 
The Head Start program operations are primarily directed from the central 
agency office. The administrative structure consists of a Head Start director 
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and deputy director. Working with the director are staff program specialists 
which include: a health and family services coordinator, education and train-
ing coordinator, family services · specialist, mental health and handicapped spe-
cialist, food services specialist, nutritionist, and two to three registered 
nurses. These individuals coordinate their respective components and provide 
professional expertise to the local Head Start centers. The centers are staffed 
by approximately sixty-eight teachers, six:ty-eight assistant t eachers, seven 
child specialist field supervisors, twelve field social services neighborhood 
workers, and fourteen cooks (ABCD, 1976; ABCD, 1978). 
In meeting the health objectives of the federal guidelines, Boston 
Head Start has provided services for nutrition, psychological needs, and health. 
Under the nutritional component a food services specialist is employed. Each 
child receives a variety of type A hot and cold meals ·each day, plus nutri-
tional snacks. These meals provide for :approxirnately 30 to ·40% of the daily 
reconnnended reqrtirements. The psychological component :·specifically en-
tails what procedures are used to refer children who exhibit mental illne :ss. 
The numerous teachers and social workers employed by the Head Start ' program 
are the basic referring bodies. The children are directed to an appropri-
ate agency. The health component is staffed with a health and family ser-
vices coordinator and nurses who help to identify and follow up on the health 
needs of each enrollee. Community health clinics and hospitals work with 
Head Start in helping meet the child's health needs. Where necessary, re-
ferr-al for corrective treatment is made. These services cover a broad range 
of medical and dental services (ABCD, 1976). 
Historically the services of the health component have varied. Information 
gath ered from conversations held with the Head Start nurse (e mployed with BHSP 
since 1966) implied that health teams (consisting of a pediatrician, public 
health nurse, and vision and h e aring t e chnician) were hired in the early years 
to conduct physical examinations at e ach Head Start center (HSC). The health 
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team would often refer children needin g treatment to local hospitals. This 
continued for sev e ral years. One of the problems encountered with this sys-
tem was that par e nts were not present at the time of the examinations to complete 
the me dical histories. In 1969, due to lack of funds, the teams were termin-
ated. Physical exams were waived that year. From 1970, screenings and treat-
ments were often done in neighborhood health centers (NHC). The yearly screen-
ing included a physical examination, immunizations, and vision and hearing 
testing. Presently, all children are required to obtain a medical exam prior 
to entering the Head Start program, through a NHC or a family doctor; however, 
no Head Start center can restrict a child from the program if the physical 
examination ha~ not been done (Grossi, 1978). 
Over the past decade, the Head Start dental component has not been effect-
ively administ e red. According to a former Head Start dental consultant, dental 
s ervices were arranged in 1966 for a summer Head Start program consisting. of 
1303 pre s chool children. Five dental teams were hired to provide dental screen-
ings, cleanings, and fluoride treatments in the individual HSC's, utilizing 
portable equipment. At the end of the summer, two dental hygienists were re-
bponsible for making dental appointments for children needing treatment. Dental 
tr ea ttne nt was provided by private dentists. Medical Assistance Programs (Med-
icaid) paid for the majority of the tr e atment (Jong, 1968). This team approach 
did not last for many years due to lack of funding. When the teams ceased to 
exist, so did comprehensive dental care. The responsibility_ of the dental 
screenings was shifted to the nurses. Recommendations to seek dental care were 
sent ho me to the parents of children found to have caries. Follow-up (to see 
if dental tr ea tm e nt was completed) was \veak. In 1970, no screenings or treatments 
were done. Reco mmendations were sent home to the parents to encourage de ntal 
examinations for the child. At . this time the federal guidelines came out and 
spe cifi ed \vhat should be accomplisli e d in the dental component. To this end, 
- 6 -
efforts have been directed to meet the standards as outlined in the federal 
. . 
guidelines, but·Boston .Head Sta~t :has _nQt m~t ~hese _~t~ndards s~tisfi~~qri!Y• 
The present dental consultant for Head Start, who has served since 1972, has 
stated that compreb~nsive dentai care does not exist in all the Head Start -
centers. It is believed that toothbrushes are available to all the Head Start 
centers and that dental education is taught in some schools according to the 
teachers time and interests. It is also known that approximately half of the 
Head Start centers receive a dental health workshop annually. Dental screen-
ings are done yearly for the handicapped RSC. Forms are sent home at the be-
ginning of the year to all Head Start parents requesting that a dental exam, 
prophylaxis, and fluoride treatment be done ~y either a family dentist or a 
dentist recommended by Head Start. Follow-up is not adequate. It is felt that 
due to time limitation and lack of manpower, dental needs cannot be dealt with 
effectively. The teachers, nurses, and social workers have their own priorities, 
and in many cases, the dental needs have been left to last. At the present 
time, the dental program status is unclear at the local level (Grossi, 1978). 
Recent site visits by the Head Start federal dental consultant to six 
Head Start cen~ers (spring of 1978), brought to light a real need for compre-
hensive dental care. Based on those findings, recommendations were made by the 
federal consultant to the Boston Head Start Program, i.e., hiring a dental 
health specialist. To date, the recommendations have not been acted upon. 
Circumstances contributing to this lack of action are .·multiple. Presently, · 
the Boston Head Start program is going through a total reorganization of its 
program. A rapid turnov _er of key health personne ·1 has also added to the con-
, 
fusion of reorganization. Two · of the three Head Start nurses left the . pro-
gram in the spring of 1978, leaving only one nurs~ to handle all health related 
- 7 -
responsibilities. A health and family services coordinator along with two new 
nurses were hired in the fall of 1978. There were plans for a dental health 
specialist to be hired by January 1979 to meet the Head Start dental manpower 
needs, but to date no such individual has been hire~. · The internal reorganiza-
tion, the turnover in key personnel, along with the information on the dental 
program made available by recent site visits indicated that this was a prime 
time for reorganization of the dental program. It was to be coordinated with 
the reorganization of the other health components and be ready for implementa-
tion when the anticipated dental health specialist was hired. The reorganiza-
tion of the dental program was felt to best be done by a thorough investigation 
of the needs and resources of each HSC's dental program by a dental health 
specialist. The data from the needs and resource assessment would then be used to 
formulate a comprehensive dental plan. This plan is to be used by the anti-
cipated Head Start dental health specialist to implement a comprehensive dental 
program. A literature review was conducted to determine the most appropriate 
methods of designing a plan. 
LITERATURE REVIEW 
It appears from the literature that the needs of an RSC dental program and 
the dental resources available to the HSC's are not routinely taken into account 
when planning and implementing a dental program. It also appears that an in-
dividual with a strong dental background is not used to conduct the assessments 
and coordinate all dental activities. 
Many studies and programs relating to dental care of the . Head Start child 
can be found in the dental literature. These studies have been mainly descrip-
tive of problems and rewards encountered in providing dental services. Often 
these descriptive studies go into the mechanics of screening, dental health 
education, referral and follow-up programs. Since the beginning, evaluation 
of the Head Start dental program has been sketchy and imcomplete (Cons, 1967; 
Gillespie, 1968; Hoekelman, 1972; Denver Opportunity, Colo; Tuscombia Public 
Schools, Ala., 1970; Bureau of the Census, 1972). The most concentrated liter-
ature on dental programs' successes and failures appears in the years immediately 
following the inception of the Head Start project. Cons, (1967) and Zipporah, 
(1969) are such exampleso 
After Head Start had been in operation for several years, less literature 
was written on dental programs. From the existing literature it appears that 
Head Start dental programs were not successful because t they did not tailor their 
programs to fit the needs of the individual HSC or the resources of their com-
munity. Thus when needs and resources are taken into account during the pre-
planning stages of a comprehensive dental program, success is much more likely 
(Zippor ah, 196 9). 
Needs must be considered at the strategic level of planning (Birch, 1970; 
Hoekelman, 1972)0 Birch, (1970) says, "If such a system of delivery is not 
acceptable to the individuals who are to use the services, it will be rejected, 
it will not be used." Many Head Start de ntal programs are unsatisfactory be-
cause they neglect to assess the dental program needs and resources (Hoekel-
man, 1972). The needs must be discovered, , and resources that are available to 
the community must be identified and utilized. By using a needs assessment 
approach in developing a comprehensive , dental plan for Head Start, an appropri-
ate program can ;_be developed (Hoekelman, 1972). Frequently, when a needs assess-
ment is not done, critical deficiencies in the dental program are not discovered 
until it's too late to remedy the situation. For example, many children fail to 
get their dental treatment completed by the end of the Head Start program (nine 
months in length) because the dental e x amination is given so late (Scott, 1968). 
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Head Start dental programs which have provided comprehensive dental care 
did so by thoroughly _assessing _ the dental program needs and resources of each 
Head Start center, prior to planning and implementing. (Zigler, 1973; Stephens, 
196 9). 
Hoekelman (1972) stresses that resources as well as needs must be assessed 
prior to planning. He also feels that in planning a comprehensive dental 
program, one must work within the strengths and weaknesses of the present re-
source system in the most effective and economical manner. Resources must be 
found and utilized in such a way as to better meet the goals of the federal 
guideline performance standards (Hoekelman, 1972; Perlman, 1972). Much var-
iability has led to extreme fragmentation and frustration for the Head Start 
child and family in obtaining dental care. Therefore, resources need to be 
located and integrated into the dental program in order to provide a more 
comprehensive delivery of services in view of existing resource shortages 
(Scott, 1968; Zipporah, 1969). 
Ziegler (1973) emphasizes · that dental resources (specifically manpower) 
will always be a commodity of short supply. Competition for them will be 
high. Therefore, the upmost efforts of any individual planning an effective 
dental program should be to develop a current list of dental resources. 
_In reviewing the literature the highly successful dental programs were 
identified as those that sought out and utilized the dental resources avail-
able to their community. For example Stephens _ (1969) used a vital and suppor-
tive resource in the community, the Dental Society, to provide dental care to 
it~ Head Start population. 
The literature suggests that many dental programs fail because they lack 
a facilitator to coordinate dental activities. There is a need for an indivi-
dual who ~an identify de ntal needs, and if treat ment ·is needed, monitor the 
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treatment process. This person should have a dental background so that he/she 
can supervise screenings, explain results to families, make referrals for treat-
ment, monitor records, and insure that follow-up is achieved (Hoekelman, 1972; 
Perlman, 1972; Van Leeuwen, 1969). Van Leeuwen (1969) suggests the need for 
someone to identify available resources and to coordinate these resources with 
needso He also states that resources will not be kept unless extensive personal 
contacts are maintained between a dentally knowledgeable person on the Head Start 
staff and the members and facilities that are associated with providing dental 
services for Head Start programs: private . dentists, neighborhood health centers, 
dental schools, and dental supply companies. 
It was evident from the literature that in order to effectively plan a 
dental program, a needs and resource assessment of the individual Head Start 
centers had to be conducted by a dental health specialist prior to planning. 
An assessment would provide appropriate information for effective planning 
and implementation. It was hoped that this proj,ect would have an impact on 
the dental health status of preschoolers enrolled in Boston's Head Start 
program .. 
PURPOSE OF PROJECT 
The goal of this project was to develop a comprehensive dental plan 
for Boston's Head Start program through a needs and resource assessment 
approach. This ·assessment was conducted throughout the program by per-
sonal communication and an investigator questionnaire-checklist. To 
meet its goal the project sought to meet the following objectives: 
1. To conduct a dental program needs assessment of nine Head Start 
centers. 
2. To identify dental resources available to the Head Start cen-
ters. 
3. To collect and analyze data from the needs and resource assess-
ment. 
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4. To develop a comprehensive dental plan based upon the data collected 
through the needs and resource assessment. 
5. To present the dental plan to the Head Start health advisory committee 
for approval. 
60 To familiarize the anticipated dental health specialist with the den-
tal . plan. 
Upon completion of these objectives a dental plan would be developed which 
could increa .se and enhance the comprehensive dental health care each Head 
Start child receives. 
METHODOLOGY 
I. PROGRAM NE~DS ASSESSMENT 
There are fourteen Head Start cent~rs in Boston, six of which have had 
their dental programs assessed in the spring of 1978 by the Head Start fed-
eral dental consultant. In order to assess the remaining eight Head Start 
+a l,e,, 
dental programs, site visits wereAmade. 
It was felt that in order to develop a valid dental plan, it was necessary 
to speak directly with the Head Start staff responsible for or involved with 
the dental program. This provided a more realistic picture of how the dental 
program actually funtioned and to note small changes that were not recorded 
in yearly reportso Sole dependence on telephone and mail cJmrnunication was 
felt to be impractical due to the variety of staff involved with the dental 
program. 
The plans to conduct this project were presented to Head Start during 
the early part of January 19790 Originally, two weeks were allowed for any 
revisions of the proposed project and for notification by the Head Start cen-
tral office to the eight remaining Head Start centers of upcoming vistation 
dates .. -Site visits to collect and 
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verify data with Head Start program staff were to begin January 29. 1979. 
Due to an unanticipated problem, ( In Depth Validation Review--I.D.V.) 
the 
proved (see 
time schedule had to be revised before the project could be ap-
tirne schedule in appendix). The I.D.V. is a review con-
ducted approximately once every three years by consultants from the Adminis-
tration of Children, Youth, and Families Office of Human Development, to eval-
uate whether the individual Head Start centers are in compliance with the per-
formance standards. If found out of compliance, loss of funding may be a re-
sult. Therefore, the I.D.V. represents a very threatening event in which any 
outsider asking questions during that time would be looked upon with suspicion 
and distrust. Questions may not be answered truthfully to protect themselves 
and the programs image from any outsider. Because of this, it was felt by the 
Head Start deputy director, nurse, dental consultant, and dental health special-
ist, that to conduct a dental program needs assessment during this time would 
create unnecessary problems for both the dental health specialist and the 
Head Start staff. The assessment was rescheduled to begin March S, 1979 (sev-
eral weeks after the I.D.V.'s had ended). 
The I.DOV. precipitated changes in the particular sites to be visited. 
Because four sites were to be evaluated during the I.D.V. 's, it was felt that 
the Bental Health specialist should concentrate on those sites that would not 
be assessed. Six Head Start centers that were site-visited in the spring of 
1978 by the federal dental consultant were selected to be reassessed and fol-
lowed-up by the dental health specialist. 
Questionnaire Design 
The instrument format used in assessing the dental program w?s a c·heck-
list. The ·purpose of this instrument was to standardize data collected so 
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that reliable and valid information could be obtained. 
Originally, this . instrument was to be directed tow~rd the Head Start staff 
involved with the dental program. These individuals were: the Head Start 
program coordinator, nurses, te~chers, teacher's aides, parents, cooks, and 
drivers. After reviewing the questionnaire,: : the Head Start central office, 
felt the most appropriate individuals to whom each question should be directed 
were: the dental program coordinator (social services supervisor, program 
coordinator, or neighborhood worker) and the classroom teachers. The others, 
were felt to not be directly involved with the dental program. 
The dental program questionnaire addressed the five following areas: 
pro{essional support, financial support, · administration, services, and preven-
tive and dental health education (see questionnaire-checklist in the appen-
dix). These areas were felt to be most i~portant because they reflect the 
dental component perfor mance · standards as outlined in the federal guidelines 
(see dental component performance standar .ds in appendix). 
Site Visit 
Two weeks prior to conducting the site visits, _the Head Start's health and 
family services coordinator notified the seven Head Start centers of the up-
coming site-visit. It was stressed that the visit was to be made by a student, 
whose primary purpose was to seek appropriate _ information that would improve 
their dental programs. Several days before making the site visits, the nurses 
set up appointments for the dental health specialist with the program coordin-
ators. When these appointments were made, it was emphasized that the program 
coordinator and teachers be pr e sent and to give full cooperation. Appoint ments 
were made at the last minute to minimize cancellations, due to forgetfulness 
and schedule changes. 
• I 
- ~ 
The federal dental consultant accompanied the dental .health specialist 
on the first site visit to standardize the interview techniques and data gath-
ering methods. The health and family services coordinator was to accompany 
the dental health specialist to ·. the remaining six Head Start centers, how-
ever other commitments prevented this from occuring. One nurse did accompany 
the dental health specialist to two sites. 
Originally the site visits were to begin January 29, 1979 and continue 
through February 27, 1979~ visiting two to three Head Start classrooms each 
Tuesday. But, due to the I.D.V.'s, the site visits were delayed. As a re-
sult, fewer classrooms were visited at each center. The dental health spe-
cialist and nurses planned a tentative time schedule for site · visits, which 
beg?n March 5, 1979 and continued through March 14, 1979. T~is schedule was 
fairly well followed except for a few minor changes due to illness of the 
program coordinators on scheduled site visit days. Two Head Start centers 
were visited a day. The first site visit began at 9:30 am and lasted approx-
imately one . hour. The afternoon visits began at 1:00 pm (see time schedule 
in appendix). 
Coll e ction of Data 
During the site _visit, the Head Start staff involved with the dental 
program were questioned with the use of the questionnaire. While on site, 
the dental health specialist observed classroom activities and observed the 
facilities. Upon completing the site visit, all responses to the question~ 
naire and observations were recorded on the questionnaire and then summarized. 
the summaries were used to develop recommendations for the dental programs 
for each Head Start center. 
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Due to lack of time the JFK Family Service Head Start center, the Center 
. . 
' .. ,. .. · 
\ : ' 
for Children with special ne~ds, · North End APAC Head Start center, · and ,the · :· · 
Montessori Family Center were not assessed. These centers will be assessed at 
a later date by the dental cons~Ltant. 
II. RESOURCE ASSESSMENT 
A dental resource assessment for the Head Start centers showing resource 
needs was conducted by the dental health specialist beginning March 20, 1979 
(see time schedule in appendix). Through telephone communication, 
personal letter and/or personal communication, the old resource list available 
to Head Start was revised and updated, . to provide a comprehensive dental resource 
list. The old resource list consisted of . telephone numbers of dental and den-
tal hygiene schools _, dental and dental hygiene associations, dental societies, 
and health departments, that are willing to provide education, materials and/or 
dental services to Head Start children. Names, phone numbers, and dental ser-
vices available were updated and revised. 
New resources were obtained through conversations with the federal dental 
consultant, the Head Start dental consultant, and with neighborhood health 
center dental providers, and with sources listed in the federal guidelines 
(health departments, special voluntary agencies, and family services}. All 
possible resources were sought out and identified. As specific needs emerged 
from individual centers during the assessment, efforts were directed to locat-
ing resources for those needs. 
A Boston city map was numbered and color coded to indicate the relation-
ship between the location of the Head Start centers · and dental treatment re-
sources (neighborhood health centers and dental schools). Each Head Start 
center, neighborhood health center, and dental school is numbered,,correspond-
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ing to the map. The availability and willingnes~ of neighborhood health centers 
' 
to provide Head Start dental _ servi~es, was also noted; A neighborhood health 
center directory has been included for convenience. 
RE UL 
I. SUMMARY OF QUESTIONNAIRE CHECKLIST 
The questionnaire results have been summarized for the seven Head 
Start centers visited. The summary format follows the questionnaire 
checklist sequence (see in appendix). Before utilizing the questionnair~, 
the following questions were deleted,and labeled non - applicable. 
Financial Support 
Services 
Prevention and Dental Health Education 
PROFESSIONAL SUPPORT 
Qu estion 
:/f2 and #8 
:/11 
#7 and :/113 
1. Head Start centers are served by the following providers: 1) pri-
vate dentists 2) neighborho od health c e nters, and 3) d e ntal 
schools. 
2. Private practices and neighborhood h e~lth center dental providers 
charge usual and customary prices. Dental s chools charge a reduced 
rate. 
3. Participating d e ntists are not in fo r med a bo v t d e ntal ex a mi na ti ons 
or treatment requirements. 
4. Five out of · seven Head Start centers have dental r esource lists. 
5. Professional dental program guidance is available to all the se ven 
Head Start centers, but it is seldom utilized. Re asons for this 
are: 1) Lack of accessability 2) Lack of scheduled dental program 
guidance workshops and 3) time constraints of dental consultants. 
6. The local Dental Society is not involved with the Head Start program. 
7. Dental manpower resource lists were updated this year in three out 
of seven Head Start centers. 
FINANCIAL SUPPORT 
1. There is no d e ntal services budget. 
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2. Deleted-Non Applicable. 
3. Number of children in each Head Start center follows: · 
Orchard Park 50 
SoN.A.P. 156 
Parker Hill-Fenway 70 
Allston-Brighton 54 
Jamaica Plain 90 
East Boston 96 
North Dorchester 225 
4. Number of children on Medicaid follows: 
Orchard Park ? 
S.N.A.P. 106 
Parker Hill-Fenway 67 
A 11 ston -Brighto~ 32 
Jamaica Plain 90 
East Boston 67 
North Dorchester 167 
5. All non-medicaid children utilize other financial resources to pay 
for dental treatment. 
6. No dental treatment is financed by Head Start. Only a few extreme cases 
have been known to be - c9ver~d- _by - Head -Start · j_n' ··the past~ ( 1%). 
7. See above answer- #6. 
8. Deleted-Non Applicable. 
9. Dental treatment funds are non-existent for the non-medicaid child. 
ADMINISTRATION. 
1. The Head Start centers dental programs are · coordinated by either one 
or several of the following individuals: 
#1 Program Coordina~or 
#2 Social Services Supervisor 
#3 Neighborhood Workers 
Orchard Park 
S~N.A.P. 
Parker Hill-Fenway 
Allston-Brighton 
Jamaica Plain 
East Boston 
North Dorchester 
{fl 
cfJ:2 and {f3 
#1 
#2 and #3 
{f2 and #3 
{fl and #3 
#2 and {f3 
2. A written dental plan was available in five out of seven Head Start 
centers. The plans did not include a description of the entire 
dental component. 
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3. The child's completed dental treatment is tracked, by checking the 
number of returned dental treatment records at the local and cen-
tral level files. 
4. · The Head Start center is notified of the child's completed dental 
treatment when the den .tal records are returned by the parent, or 
dental care provider. 
S. Letter, phone, and home-visits are used to follow-up on children 
whose dental records have not been returned. 
6. The ABCD dental record is used at all Head Start centers. 
I 
7. There are three copies of the dental record. 
8. The first copy of the dental record goes to the Head Start central 
office file, the second copy is maintained in the Head Start center 
office file, and the third copy is sent either to the classroom 
( 4 centers), parent ( 1 center), or stays with the dental provi-
der ( 2 centers . ). 
9. The dental record identifies dental treatment needed. It does not 
identify treatment cost or services rendered. 
10. Disadvantages seen with the present dental record are: 
Lack of sufficient copies. 
Lack of explicit instructions. 
Lack of information on treatment costs, dental background, and treat-
ment rendered. 
11. Dental records are maintained at the Head Start centers and the 
Head Start central office. 
12. Six out of seven Head Start centers send a memo to the parents at 
the end of the school year indicating that if the childs dental re-
__ cotd is to be .. forwarded anywhere, ·a _reques_!: by t~e _parents must be 
made. The parents response rate is less than 50%. 
13. Two centers indicated that transportation was not available for 
dental treatment appointments. Four centers felt vans could be re-
quested ~f needed, and one center utilized taxis. 
SERVICES 
1. Deleted-Non Applicable. 
2. Parents are not interviewed about childrens past dental history, . 
treatment experience, or present source of care. 
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3. Dental screenings are conducted at the beginning of the _year, in 
two out of seven Head Start centers. 
4. Children receive their dental examinations within the first two months, 
in four of the seven Head Start centers. 
S. Dental appointments are arranged by th~ parent~ in five Head Start 
centers. The two other centers arrange the dental appointments 
with Boston University Dental '.School. · 
6. The dentist who examines the child, also completes the dental treat-
ment. 
7. In parent arranged dental appointments, the parent is responsible 
for taking the child in. If the parent is having a problem in 
accompaning the child, a neighborhood worker is usually available 
to take the child. In Head Start _arranged appointments, neigh-
borhood workers accompany the child. The parents are encouraged 
to come. 
8. The parents ( 5 centers), and neighborhood workers ( 2 centers) are 
responsible for the intial dental examination and following appoint-
ments. The nurses, dental program coordinators, and neighborhood 
workers are res~onsible for follow-up procedures. 
9~ Dental appointments are not difficult to make or ke~p. 
10. A child's fear of the dentist never prevents dental treatment from 
being completed. 
11. Children's dental appointments are not prioritized by need. 
12. Children Children in Children 
examined treatment comelete 
Orchard Park 10/50 10/50 3/50 
S.N.A.P. 25/156 25/156 15)156 . 
Parker Hill-Fenway 70/70 10/70 60/70 
Allston-Brighton 50/54 9/54 45/54 
Jamaica Plain 90/90 40/90 60/90 
East Boston 96/96 . 0/96 96/96 
North Dorchester 200/225 25/225 175/225 
(The figures given are rough estimates given by the dental coordinators) 
13. Handicapped children have no problems in obtaining dental treatment. 
PREVENTION AND DENTAL HEALTH EDUCATION 
1. Dental health education concepts are taught in all the Head Start 
centers. The ·a mount _-taught is determined by the individual teachers. 
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2. After eating, children go in groups to brush their teeth and wash 
their hands. A teacher or an aide is present to supervise. 
3. Teachers brush daily with the children in one out of seven Head Start 
centers. 
4. Dry brushing (brushing without toothpaste) is not done. 
S. Parent aides are used to help supervise the children's toothbrushing. 
6. fl of Sinks Sinks at Children 1 s Mirrors 
level 
Orchard Park 3 y _es no 
S.N.A.P. 3 no no 
Parker Hill-Fenway 3 yes no 
Allston-Brighton 2 yes yes 
Jamaica Plain 1 no no 
East Boston 2 yes yes 
North ·Dorchester 2 yes . no 
7. Deleted-Non Applicable 
8. Dental health lesson plans include broad dental health concepts 
or are nonexistent. One center is utilizing dental hygiene. students 
for dental health education. Several centers have been given dental 
health workshops by the dental consultant. 
9. Dental health concepts are incorporated throughout the Head Start 
curriculum. 
10. Dental nutrition concepts are taught throughout the Head Start curricu-
lum. 
11. A few "dentally unsafe" sn a cks are being served in the He ad Start 
centers (i.e.raisins and chocolate chip cookies). 
12. Menu's are followed strictly thrqughout all Head Start centers. 
13. Deleted-Non Applicable. 
14. If Head Start is responsible for taking children in for dental treat-
ment, preparation for the visit is given. ··children utilizing the pr~ 
vate sector do not receive such preparation. 
15. Field trips are not taken to the dental office. 
16. Children do not role play "Going to the Dentist". 
17. Toothbrushes are provided by Head Start and replaced when needed. 
.. 
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18. Center Storage of Cross Air Dry Covered 
Toothbrushes Contamination Plastic 
Orchard Park egg cartons no yes yes 
S.N.A.P. peg boards/hooks no yes yes 
Parker Hill- ~ox .. no no yes 
Fenway 
Allston-Brighton shoe bags no yes _no 
Jamaica Plain egg cartons no yes yes 
East Boston peg boards no yes yes 
North Dorchester coffee containers yes yes yes 
19. Children's size toothbrushes are used. 
20. Dental audio-visuals materials are not available in the classrooms. 
21. Local dental health professionals are not available for dental 
education sessions. 
22. Parents are given one dental health workshop per year, (located 
at the Head Start central office). 
23. If ·the parent makes the dental appointment for the child,- the parent 
also accompanies the child to the dentist. If Head Start arranges 
the appointment and takes the child in, the parent though encouraged 
to come, rarely does. 
24. At parent made appointments, parents are informed of the dental treat-
ment, their child has received. At Head Start made appointments, 
a xeroxed copy of the dental treatment completed, is sent home with ·_.- · 
the ·child. ~ 
25. Dental health staff training is weak throughout all the centers. 
26. Staff turnover is high in two out of seven Head Start centers. 
27. Two out of seven Head Start centers utilize local dental health 
professionals in parent and/or staff dental education sessions. 
This utilization is very low. 
28. Areas in the dental co mponent needing improve ment are: 
a. Increased utilization of neighborhood health centers, 
with 
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so parents will not have to be relied on from year to year. 
b. Teacher dental health wor~shops are needed. 
· c. Improved availability of dental health materials. 
d. Increased communication between the Head Start centers and central 
office. 
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II ·. SUMMARY OF SITE VISITS 
Site visits have been summarized for the following seven ttead 
Start centers. The summaries include: 1) a description of the site visit 
2) strengths and weaknesses noted at the site visit and 3) specific re-
commendations for that site. 
Orchard Park Head Start Center 
Site Visit 
The dental health specialist, d e ntal consultant, and Head Start nurse 
met on site. The dental consultants interview techniques were observed. 
Two classrooms were observed and two teachers questioned. The assessment 
lasted two hours. The pedodontic coordinator from Boston University, Gold-
man School of Graduate Dentistry was later questioned in regards to the 
dental treatment services for Orchard Park Head Start children. The 
staff was very cooperative. 
Findings 
Strengths 
1. Utilization of Boston University Dental School as a dental manpower 
resource. 
2. Reduced dental treatment charges for the non-medicaid patient. 
3. Dental program consultation. 
4o Transportation for dental treat ment appoint ments. 
Weaknesses 
1. Lack of utilization of nei ghborhood health centers, d e ntal clinics, 
and private d e ntists. 
2. Afternoon children not being s e en for d e ntal treatment. 
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3. No dental resource list. 
4. No social services coordinator. 
S. No follo_w ,-up. 
6. Records not forwarded to parents or public schools at end of year. 
7. Children not examined in the first two months. 
8. Dental appointments are frequently broken. 
9. Absentism ·is high. 
10. Dental treatment is uncompleted for many children. 
11. Lack of dental health education workshops for parents and teachers. 
12. Teachers do not brush with children. 
13. No mirrors above sinks. 
Recommendations 
1. Social Services coordinator should be hired immediately to assume 
dental program responsibilities. 
Rationale: 
Every Head Start center is required to have a Social Services coor-
dinator, according to the performance standards of the federal 
guidelines. 
2. Arrange dental examinations for all children in the afternoon classes 
with Boston University Dental School. 
Rationale: 
Many children have not yet been examined or treated for dental caries. 
This is out of compliance with the dental performance standards. 
3. Obtain signed dental treatment permission slips from parents at the 
beginning of school year. 
Rationale: 
This will allow flexibility in scheduling so that other children can 
go in for dental treatment when scheduled children are absent. 
4. Establish utilization of Whittier Street or Roxbury Dental and 
Medical Group neighborhood health centers . (see central level recom-
mendation : #8, page39 ). 
5. Dental resources should be investigated yearly (see central level 
recommendation #10, page ·40). 
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S.N.A.P. Head Start Center 
Site Visit 
The dental health specialist and Head Start nurse made the site visit. 
The questionnaire was directed ·towards the social services coordinator. 
Two classrooms were observed and three teachers questioned. The assess-
ment lasted one hour. The staff was very open and honest about the sta-
tus of their dental program. 
Findings 
Strengths 
1. Boston University dental school is used as a dental treatment re-
source. 
2. Parents are informed of completed dental treatment after each appoint-
ment. 
3. Toothbrush holders are sanitary. 
4. A dental resource list is distributed to parents. 
5. Dental consultation is used. 
6. Follow-up by Boston University dental School is good. 
7. Brushing is done daily. 
Weaknesses 
1. Lack of neighborhood health center utilization. 
2. Dental manpower resources are not adequate. 
3. Dental health education materials are not adequate. 
4. All children are not examined in the first two months. 
5. Dental treatment is not being completed for all children. 
6. The dental resource list has not been updated. 
7. Dental funds are not available, for the non-medicaid child. 
8. No mirrors above the sinks. 
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Recommendations 
1. Follow-up of completed dental treatment (see central level recommend-
ation #4, page 37). 
2o Establish utilization of South End Community and South Cove Commun-
ity neighborhood health centers (see central level recommendation#~, 
page 39). 
3o Dental resources should be investigated yearly (see central level 
recommendation #10, page 40) • 
. Parker Hill-Fenway Head Start Center 
Site Visit 
The dental . health specialist made the site visit. Scheduling conflicts 
prevented the nurse from attending. The purpose of the site visit was 
explained to the program coordinator, before beginning the assessmento 
Three classrooms were observed and because the teachers were busy, only 
one teacher's aide was questionedo The assessment lasted one hour. 
The staff was cooperative. 
Findings 
Strengths 
1. Utilizes Forsyth School of Dental Hygiene for screenings, prophy-
laxis, , fluoride treatments, dental health education, dental program 
guidance, and dental health workshops (teachers ·and parents). 
2. Brushing is done daily. 
3. Private dentists fulfill 'dental manpower needs. 
4. The dental resource list is updated and distributed yearly to parents. 
5. Student grants often cover dental treatment costs of the non-medicaid 
child. 
60 Follow-up is goodo 
7. Transportation is available for bringing children to Forsyth Dental 
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Hygiene School. 
8. Children are screened at beginning of year. 
9. Dental treatment has been completed for all children. 
Weaknesses 
1. No dental plan. 
2. Teachers and aides do not serve as role models when brushing. 
3. Dental health education materials are inadequate. 
4. No dental health unit taught by teachers. 
5. Toothbrushes are not stored properly. 
6. Neighborhhood health centers are not being utilized. 
Recommendations 
1. Establish utilization of Whittier Street and South End Community 
neighborhood health centers (see central level recommendation #8, 
page 39). 
2. Provide sanitary tooth brush holders (see central level recommenda~ 
tion #20, page 44). 
Allston-Brighton Head Start Center 
Site Visit 
The Head Start nurse did not accompany the dental health specialist 
to this site, because of prior commitments. At the site it was dis-
covered that the dental program coordinator was unavailable due to 
illness. The appointment was rescheduled for the following week. Two 
classrooms were observed and one teacher questioned. The -teacher was 
very cooperative and open about the needs of the dental program. 
The following week, the dental health specialist, unaccompanied by the 
nurse questioned the social services coordinator. The assessment lasted 
approximately forty-five minutes. The coordinator was very cooperative. 
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Findings 
Strengths 
1. Current dental manpower :·. resource 1 ist. 
2. Brighton Dental Services ·provides free dental treatment for low 
income children. 
3. A dental plan _is available. 
4. Follow-up is good. 
5. Dental examinations are completed in the first two months. 
6. Teachers brush with the children. 
7. Sanitary toothbrush holders. 
Weaknesses 
1. Allston-Brighton neighborhood health center is not fully utilized. 
2. Lack of parent and teacher dental health workshops. 
3. Lack of dental health educational materials and audiovisuals. 
Recommendations 
1. Establish utilization of Allston-Brighton and Longwood Center of 
Health Inc. neighborhood health centers (see central level recom-
mendation if8, page 39 ) •· 
Jamaica Plain Head Start Center 
Site Visit 
The nurse was unable to accompany the dental health speciali~t on the 
site visit, due to scheduling conflicts. The questionnaire was address~d 
to the social services coordinator. Two classrooms were observed and 
one teacher questioned. The assessment lasted one hour. The staff 
was very cooperative. 
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Findings 
Strengths 
1. 100% utilization of neighborhood health center dental facilities. 
2. The non-medicaid child's dental treatment cost, is ·absorbed --by 
the neighborhood health center. 
3. A dental plan is available. 
4. Follow-up is excellent. 
5. Dental examinations are done within the first two months. 
6. A dental health unit is taught once a year. 
7. The neighborhood health center dental hygienist is used for dental 
health education. 
8. A dental health workshop was provided by the Head Start nurse for 
parents and teachers. 
Weaknesses 
1. The dental plan is not updated. 
2. No mirrors above the sinks. 
3. Daily brushing is not done. 
4. Dental Health ~Educafion materials needed. 
Recom.rnendat ions 
1. Begin daily dry brushing in the classrooms (see central level 
recommendation /Ill, page 40 ) • 
2. Have teachers brush with the children (see central level recom-
mendation . /119, page 44 ) • 
East Boston Head Start Center 
Site Visit 
The nurse did not accompany the dental health specialist on the site 
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visit due to schedule conflicts. The questionnaire was directed towards 
a parent volunteer, who has worked several years with the dental program. 
The individual directly responsible for the dental program (program · 
coordinator) was not interviewed because of previous commitments. The 
coordinator was present in the office, to answer any questions which 
the volunteer could not. No classrooms were observed or teachers inter-
viewed because the site visit was scheduled too late in the afternoon. 
The volunteer was able to answer the majority of classroom and teacher 
rel~ted· . questions~ - , The . assessment lasted one .hour. 
Findings 
Strengths 
1. Private dentists are well utilized. 
( 
2. Dental treatment is completed for all children. 
3. An updated dental plan is available. 
4. Follow-up is good. 
5. Dental concepts are incorporated throughout the curriculum. 
6. Daily brushing is done. 
7. Toothbrush storage is sanitary. 
Weaknesses 
1. Lack of utilization of neighborhood health centers. 
2. Lack of utilization of Boston University oental school. 
3. Dental manpower resource list not updated. 
4. Lack of transportation for dental treatment appointments. 
Recommendations 
1. Establish utilization of HGH-Chelesea and North End Community neigh-
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borhood health centers (see central level recommendation #8, page39 ). 
2. Provide transportation for dental treatment services (see central 
level recornrnenda t ions #9, page 39 ) • 
3. Dental resources should be investigated yearly (see central level 
recommendations #10, page 40). 
Dorchester Head Start Center 
Site Visit 
The site visit was scheduled several times, but due to conflicts in 
the program coordinators schedule, neither were kept. The third 
scheauled site visit was ina9e. The dental health specialist made 
the visit alone. The majority of questions were directed towards the 
program coordinator. The social services coordinator also answered 
several questions. Two classrooms were observed and two teachers ques-
tioned. The assess ment took one hour. The staff was very cooperative. 
Flndirigs . 
Strengths 
1. Dental manpower resource list is updated. 
2. Utilization of private dentists. 
3. A dental plan is available. 
4. Follow-up is good. 
S. Dental treatment is co mpleted for all children. 
6. Dental records are given to parents at end of year. 
Weakn e sses 
1. Neighborhood health centers not being fully utilized. 
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2. Cross-contamination in toothbrush holders. 
3. Turn-over of staff is ..:,high. 
4. Dental health materials and audiovisuals are inadequate. 
Recommendations 
1. Utilization of Mattapan Ave., Uphams Corner Health, Roxbury Cornpre-
sive Community, and Harvard St. neighborhood health centers (see 
central level recommendation -#8, page_ 39). 
2. Provide dental health education workshops for the staff (see central 
level recommendation #14, page 42). 
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CENTRAL LEVEL RECOMMENDATIONS 
Based on seven Head Start centers site-visited by the dental health 
specialist and four Head Start centers site-visited by the federal Head 
Start dental consultant during the winter of 1979, the following recom-
mendations and rationale are made: 
1. Establishment of a permanent full-time position for a dental health 
specialist to be employed at the central level within the health 
component (see appendix for job description). 
Rationale 
The .overwhelming health problem that faces the majority of 
Head Start children in Boston is dental carieso Based on dental 
evaluations from past years and this current year, approximately 
98% of the children are affected by dental caries. Of the diseases 
affecting young children, dental caries is one of the most preventable. 
Therefore, steps need to be taken to insure that Head Start children 
receive the benefit of early detection, referral, needed treatment, 
and follow-up. A dental health specialist with the appropriate skills 
can insure that these steps be taken. 
Of the preventive measures available to young children, fluo-
ride is the most effective. Boston's water supply has been fluori-
dated since March, 1978. However, to receive the maximum benefits 
of fluoridated water, _a child should be living in the area from 
birth to ten years. Head Start children in future years will reap 
more of the benefits as they will be drinking fluoridated water 
from birtho Other preventive measures that will reduce the incidence 
of dental caries is proper diet, good oral hygiene, and topical 
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applications of fluoride. Proper diet and good oral hygiene should 
be the . parent's responsibility when the child is at home, and the 
r c s ponsi8ility of the Head Start staff when the child is in the class-
room. This requires formalized educational programs for both parents 
and staff to train them irt the techniques of proper oral hygiene 
for pre-school children and the preparations of healthful foods. 
A dental health specialist with a nutritiun and educational back-
ground can develop sound dental health education programs for both 
parents and Head Start staff. 
Currently, there are only two nurses performing health func-
tions for the 2000 childreno They have been responsible for the den-
tal program as well. The dental health specialist would enhance 
the health component by assuming all dental responsibilities, thus 
allowing the nurses to redirect their energies to other health pro- · 
blems. 
2. Revision of the currently used dental recordo 
Rationale 
The dental record for each Head Start child should include 
the following information: 
a. Summary of child's medical history and drug reactions and/or 
allergieso 
bo Dental chart for both deciduous and permanent teeth to 
record existing dental conditions and dental treatment 
that had been provided. 
c. Treatment plan outlining in sequence what dent~l . procedures 
need to be done. 
do Method of payment including appropriate insurance codes or 
numberso 
eo Treatment rendered outlining in sequence and : by date, what 
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dental procedures have been done. 
f. Dentist's name, signature, and vendor name. 
g. Directions to the provider, specifying when and where each 
copy of the dental record is to he sent (length, not longe~ 
than two lines). · 
h. r.c,mmr•nt:A to he uHc<l (or dctH;rihlng 11ny 111111:-;1111 l. occ11rn•ncc8 
during dental treatment. 
As it exists now, the dental record includes a dental chart 
for deciduous teeth, a check-off for treatment completed or treatment 
discontinued, and dentist's signature and vendor number. 
In reviewing the dental record, attention should be directed 
toward developing one comprehensive record (made in quadriplicate). 
This quadriplicate record (four copies) will include background in-
formation, dental chartings, treatment plan, treatment rendered, and 
specific instructions for the provider. 
~he instructions will specify that the first two copies should 
be sent to the child's Head Start center immediately after the d·ental 
examination (treatment plan recorded), where one copy will be placed 
in the child's classroom file (for emergency access) and the other 
copy will be placed in the program coordinator's file. Upon completion 
of the child's dental treatment (treatment rendered recorded), the second 
two copies will be sent to the child's Head Start center, where they will 
be handled in a manner identical to the originals. These last two copies 
can be matched against the first two, thereby serving as an excellent 
follow-up mechanism. 
The dental provider will not need a copy of the Head Start dental re-
cord, because personalized office records, are routinely ma de on new 
patients. By encouraging the use of personalized office records, it is 
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. 
hoped that regular recalls will continue after the child has left 
the Head Start program. 
The dental health specialist can easily monitor the number of 
children with/without completed dental treatment hy checking the pro-
grnm coor<llnntor's file. Thf.s record system wlll Hllow monthly sta-
tistics to be kept on the number of children examined and the number 
of children completed. 
3. Design a cover letter to accompany the dental record sent to the 
dental provider. 
Rationale 
In order ·for the dental record to be filled in properly, and 
insure the return of correct copies of the dental record at the pro-
per times, it is important for a cover letter to accompany the dental 
record. This cover letter will outline the purpose of the dental exam; 
with instructions to insure accuracy in completing the dental records. 
4. Head Start centers will be notified monthly, by the Head Start dental 
health specialist as to the number of children whose dental treatment 
has not been completed. 
Rationale 
This centralized follow-up system will provide the local pro-
grams with up to date information on the children that have not had 
their dental· treatment completed and will encourage follow-up at the 
local level. 
5. Upon completion of the child's dental treatment, the dental health 
specialist will forward a post curd to the dcnt~ll provider nsking t.li.1t the 
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. 
child be put on the provider's six-month recall list. 
Rationale 
The comprehensive dental health care which the Head Start child 
receives during the program year, is of little vnluc ·, if in the · 
[ollowi.ng yenrH, the child fai.ls to receive n~g11lnr dentnl check-
ups and treatment. Therefore, by sending a dental reminder to the 
provider, it is hoped that a link will be facilitated between the 
child and an ongoing dental health care system. 
6. Development of local dental plans. 
Rationale 
Local assessments of six Head Start ·centers in 1978 and eleven 
in 1979, indicate that a written plan describing the goals, objec-
tives and activities of the individual dental programs becomes a 
necessary and integral part of the overall health plan. The den-
tal plan should include but not be limited to, the performance 
standards; and describe in detail, the methods to be used in meeting 
those standards. These plans sho~ld be revi ewed and updated year-
ly. 
Technical assistance in developing dental plans to local pro-
grams can be provided by the following individuals: 
a. Region I. Public Health Service Dental Consultant 
Madalyn L. Mann (617) 247-6411 
b. A.B.C.D. Head Start Dental Consultant 
Health Advisory Board Member 
Kenneth Thomases, D.M.D. (617) 527-2763 
c. Dental Health Specialist (A.BgC.D.)--- to be hired 
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7. The allocation of a dental health budget. 
Rationale 
Dental caries is t~e number one health problem facing the major-
i.ty of TioRton llencl Stnrt chi.lclrcn, therforo it l.R rC'nsnnnhlc~ lo ex-
pect a proportion of the health budget to be allocated to the dental 
component. A dental budget is necessary to purchase supplies anded-
ucational materials and possibly _ provide needed care for special cases. 
8. Encourage utilization of Neighborhood Health Center's dental clinics 
for each Head Start program. 
Rationale 
The neighborhood health center provides an ideal dental care 
system for the child to be linked to while in the Head Start program. 
The neighborhood health center provides comprehensive dental and 
medical care for the entire family. Because the neighborhood health 
center is located in close proximity to the child's home it is 
easily accessible. By using . the neighborhood health center as the 
primary dental care system for the Head Sta~t child, it is hoped that com-
prehensive dental . care will continue after · the child has left Head Start. 
9. Develop a plan for providing transportation and babysitting services 
to Head Start parents that are taking children for dental treatment 
or attending dental health workshops. 
Rationale 
Dental treatment costs are only one barrier to the Head Start 
child's acquistion of dental care. If the parent is not provided with 
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transportation ·and/or babysitting services, scheduled dental appoint-
ments, are often missed. When babysitters cannot be found, and buses 
the only source of transportation; dental appointments will not be 
kept, nor parent dental health education workshops attended. 
10. A ycHrly review o( the avn:Unhlc rcso11rccH to loc11l llencl Stnrt cen-
ters, providing the following information: 
a. dental health educational materials and supplies. 
b. dental care (facilities, services, providers). 
c. dental health education/training for parents and staff. 
d. referral services. 
Rationale 
Many Head Start centers and parents, have difficulty obtaining 
needed dental services for their children. It is important to . know 
what services and materia1s a .re available to Head Start children in 
the local communities. There are several dental schools, dental 
hygiene schools, and many neighborhood health centers within the 
Boston area that offer a wide variety of services to children. 
Personal contacts need to be made by a dental professional to 
the dental institutions to negotiate the type of services they can 
provide. Lists of dental care facilities and dentists should be 
available in each Head Start center and distributed to all parents. 
M3ny Head Start teachers have difficulity in obtaining dental 
health educational materials and dental health education workshops. 
Updated lists of such resources should be provided yearly to the 
Head Start teachers. 
11. Institution of mandatory dry toothbrushing in the classroom for all 
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Head Start programs (including back-to back programs). 
R.-itionale 
Al though young chifdrl!n <lo not have tl1c coon.linntion to hold 
the toothh n1sh i 11 Lhc appropr ia tc angles aml c J ec1nse tl1c i r tee Lh 
thoroughly, the main purpose in requiring daily toothbrushing is to 
dev~lop routine ~ral hygiene habits. It is felt that daily brushing 
under supervision of the classroom teacher is more beneficial to the 
child's oral hygiene than not brushing at all. 
I t sh o u 1 d no t be as s u me <l t 11 a t a 11 ch i1 d re n who a re g i v c n too th -
brushes by Head Start • to take home are being u~ed routinely. Most 
parents of llead Start children have not been taught proper toothbrushing 
methods and the preventive concepts that support this activity. It 
is essential that Head Start _take the responsibility as . part of total 
hygiene, to insure that oral hygiene becomes a routine part of their 
daily classroo~ activities. 
Toothpaste is unnecessary for the removal of plaque. It's 
use requires a<lditional classroom time and supervision. Therefore, 
it is felt that <lry brushing is the preferred method. 
12. Encourage completion of the dental evaluation, prior to the chil<l .'s 
entry into the llead Start program. 
li.!!.. Ui:Di.!l_~ 
E.:.idy colll1>letion 0( tlie <lentul cvaluution will fucllil :atc the 
early complGtion of the Head Start child's clcntal trc.-itment duri.ng 
the program ycal"'. 
13. Develop an<l conduct an annual dental pro~ram wor~<.shop at the central 
level for sta(( invulvc<l in tlw <lental program. 
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Rationale 
This workshop will be provided to assist and guide dental pro-
gram staff in the update, expansion, and revision of their existing 
dental ·plans. · Current den tnl program h,ceds wil 1 he addressed wl1en 
up du t I. ng c, 1 ch c e 11 t c r ' s cl en t n l pl 1111 • 
14. Develop and conduct two dental health education workshops per year 
in each Head Start center. · These workshops will be attended by the 
dental program staff ( dental program supervisor, teachers, teach-
ers aides, and neighborhood workers). 
Rational'e 
Dental program staff cannot effectively implement a comprehen-
sive dental program without knowledge of basic dental health concepts 
and guidelines for implementation. 
15. Develop and give two local level dental health workshops per year 
for the parents. 
Rationale 
For a child to benefit from Head Start's dental program, basic 
dental health concepts must be reinforced at home by the parent. The 
parent must also · serve as a role -model. The parent with no knowledge 
of dental health concepts is not aware of the importance of this 
home reinforcement, nor capable of delivering it. Therefore, it is 
felt dental health workshops for parents are crucial for the develop-
ment of sound dental habits. Two workshops per year are necessary 
I 
to allow for parent schedule conflicts. 
· Note: Dental workshops can he held in conjunction with other health 
related workshops. 
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16. Design and organize a preschool dental health curriculum guide for 
classroo~ teachers. 
, Rationale 
There n1·c vlrtmtlly no prcHclioo] cle ntnl 1H•nl lli currlc11l11111:--1_ 
guides available for use in the classroom. A guide gean :d for llcad 
Start should be developed to provide teachers (whom have little 
dental background) with concepts and ac~ivities that can be imple-
mented. 
17. D~velop a dental health audio-visual resource file at the central 
level. 
Rationale 
It ls not possible to provide dental health audio-visual materials 
to each Head Start center and classroom. Therefore, such ·materials 
should be kept in a file at the central office to be distributed by 
the dental health specialist, when needed for workshops and/or class-
room instruction. 
18. The nutritionist and food services manager will routinely screen and 
delete dentally unsafe foods from the food supplies and menus (i~e. 
sugar coated cereals, rasins, chocolate chip cookies). 
Rationale · 
Sugar . and plaque are necessary for dental caries to develop. 
It is not possible to guarantee that all plaque is removed by the 
children's daily brushing; but the Head Start program can insure the 
elimination of ~11 dentally unsafe foods. 
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19. The teacher or teachers aide will brush with the chil~ren. 
Rationale 
Children learn many habits through imitation. To instill 
proper toothbrushing lwhi.ts, i.t is important for tC':tchers an<l 
teachers aides to brush daily with the children, thereby serving 
as role models. 
20. Design, construct, and distribute toothbrush holders to each Head 
Start center. 
Rationale 
The toothbrush holders currently used in the Head Start centers 
are not consistently sanitary or durable. A toothbrush holder 6ould 
be desi"gned at the central level, possibly constructed at high school 
woodworking shops, and distributed to all Head Start centers. This 
toothbrush holder would . eliminate cross-contamination and would be 
permanent. 
21. Install mirrors over sinks in each Head Start center (children's 
eye level). 
Rationale . 
The performance standards stress development of the childs self-
concept. Mirrors help children develop such self awareness skills. 
Daily brushing before a mirror, encourages the child to associate 
brushing with a positive self-image. 
Note: Recommendations #1,2,6,10,11 and the Dental Health Specialist 
Job Description are adapted from Recommendations formally sub-
mitted to the A.B.C.D. Head Start Program by 1'·1adalyn L. Ma!ln, 
Region I, Public Health Service DenLal Consultant February 16, 
1979. 
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CONCLUSION 
Often times federal programs such as Head Start are passed in the 
-legislation, and then implemented without sufficient planning; which re- · 
sults in overall poor performance. _Dental programs within Head Start 
also reflect this lack of planning. They are often hastily organized, 
in an effort - to meet the dental performance standards, so that funds will 
be continued. These dental programs run ineffeciently, · because poor 
evaluation instruments, lack of specific performance standards, and 
lack of program incentives exist within the Head Start program. 
To upgrade Boston's Head Start dental program, it was felt that pre-
planning had to be an integral part before implementation. The litera-
ture stressed that preplanning should include the assessment of program 
needs and program resources. Not to do so, would encourage the contin-
uance of inadequate <lental programs (Ho2kelman, 1972; Zipporah, 1969). 
The lack of a dental health specialist to evaluate the needs and 
resources of a dental program was also sited by the literature as area-
son for inadequate dental programs (Ziegler, 1973). By using a dental 
health specialist to conduct this project's needs assessment, it was felt 
that dental program deficiencies were identified that would normally go 
undetected. The dental health specialist was able to determine which 
answers were true responses and which were false responses given to the 
questionnaire. Direct observation in the classrooms and centers contri-
buted to a more accurate picture of the dental programs needs. 
As with any interview technique, the margin of error is variable de-
pending on the memory and integrity of the individuals questioned. The 
role of the dental health specialist as a student was emphasized to the 
dental program staff before questioning. It was felt that this encouraged 
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the staff to be open and honest about their dental program needs. It 
also helped to reduce any anxiety associated with the questionnaire. 
Further, by conducti~g the d~ntal program needs assessment (question~ 
naire) after the I.D~V.'s were completed, a truer picture was gained of 
1 k n cl S tu r t ' H d c n t n l pr n g r a m. · ll ow t, v e r , ht ~ c :1 u H l, o [ l 1 d . 8 d e ] : , y , 11 o l n .I 1. 11 ea d 
Start classrooms were assessed. To compensate for this, the I.D.V. re-
sults (information gathered by the federal dental consultant during the 
federal evaluation of four Head Start centers dental programs: 1) ·South 
Boston 2) Columbia Point APAC 3) South End APAC and 4) Center for 
Children with Special Needs) were used as supplimentary data to formulate 
a dental plan. But, this supplirnentary data is not as accurate a picture 
· of the dental program as th2 questionnaire results, therefore som~ bias 
in the dental plan may occur. 
Many similiarities are found among the s~ven Head Start dental pro-
grams site-visited. It was felt that the strengths and weaknesses for the 
seven . sites were rep ·resentative of the strengths and weaknesses found 
throughout all the Boston's Head Start dental programs. 
Due to time constraints of the Head Start staff and the dental health 
specialist, it was not possible to question all individuals involved with 
the dental program. Individuals selected for questioning were felt to 
be representative of the dental program staff. During one site visit, 
conflicting answers were given by the dental program coordinator and the 
teacher. This illustrated the importance of questioning as many dental 
program staff as possible. Actual site visits to the classrooms increased 
the sensitivity of ~ssessment, because physical facilities could be 
directly observed, thereby leaving little room for human error or bias 
(i.e. storage of toothbrushes,mirrors above sinks, and dental health 
education mate~ials). · 
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After conducting the dental program needs assessment, it was obvious 
that Head Start's dental program deficiencies are more a result of pro-
blems within the central administration, than with the local centers. 
The central administration's lack of organization and communication in-
creases dental program problems. Coordinating activities and allocating 
resources has not been dealt with routinely. Until such problems as these 
can be resolved, there can be little improvement of Boston's Head Start 
dental program. The bureaucratic tape at the administrative level, ma~es 
it difficult to implement a dental program that will be in compliance 
with the dental performance standards. 
To implement a comprehensive dental program, one must first have 
knowledge of needs; secondly, knowledge of/and access to resources; and 
lastly, a dental health coordinator to bring · the two together. This 
project has provided the Boston HeadStart program with information on the · 
current status of the local dental programs and the knowledge of/and acces ·s 
to available dental resources. Further, recognizing the need to coordinate 
program needs with available resources; this project has attempted to 
document that such a position be developed. 
The questionnaire results, further support the need for a coordinator. 
A dental health specialist, hired at the central level within the health 
component would have the dental expertise and time to update dental 
manpower resources, revise outdated dental records, provide dental health 
education workshops, and guide the Head Start center's dental programs 
in the right direction. 
Many of the weaknesses found in the dental program have very simple 
solutions, but to a person with a weak dental background, the problems are 
often not perceived, let alone generating solutions (i.e. improper storage 
- 4 8 -
of · toot~brushe~, and lack of dry brushing in classroom when toothpaste 
is unavailable). The presence of a dental health specialist would 
stimulate creative new solutions · for problems commonly associated with 
dental programs (i.e. transportation, babysitting, parent involvement, 
dental health cducntlon materials, and fol] ow- ·up). 
To lmplcmcnt nnd nulntain a c01i1prcli c 11sJvc de11.tnl program, u dental · 
health specialist coordinator is critical. Without such an individual, 
knowledge of needs and resources is useless, and an inconsistently corn- . 
prehensive dental program results. For any Head ·start program failiqg 
to maintain compliance with the Dental Performance Standard of the Federal 
Guidelines, the services of a dental health specialist will prove inval-
uable. 
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(2) The encouragement of self -confidence, spontaneity, curiosity, and self-discipline which will 
assist in the development of the child's social and emotional health. 
(3) The enhancement of the child's mental processes and skills with particular attention to 
conceptual and communications skills. 
(4) The establishment of patterns and expectations of success for the child, which will create 
a climate of confidence for present and future learning efforts and overall development. 
(5) An increase in the ability of the child and the family to relate to each other and to others. 
(6) The enhancem~nt of the sense of dignity and -self-worth within the child and his family. 
Sec. 1304.1-4 PERFORMANCE STANDARDS PLAN DEVELOPMENT 
Each grantee and delegate agency shall develop a plan for implementing the performance stand-
ards prescribed in Subparts B, C, D, and E of this part for use in the operation of its Head 
Start program (hereinafter called "plan" or "performance standards plan"). The plan shrtlt pro-
vide that the Head Start program covered thereby shall meet or exceed the performance stand-
ards. The plan shall be in writing and shall be developed by the appropriate professional Head 
Start staff of the grantee or delegate agency with cooperation from other Head Start staff, with 
technical assistance and advice as needed from personnel of the Regional Office and profes-
sional consultants, and with the advice and concurrence of the policy council or policy committee. 
The plan must be reviewed by grantee or delegate agei:1cy staff and the policy council or policy 
committee at least annually and revised and updated as may be necessary. 
Sec. 1304.1-5 PERFORMANCE STANDARDS IMPLEMENTATION AND ENFORCEMENT 
(a) Grantees and delegate agencies must be in compt"iance with or exceed the performance stand-
ards prescribed- in Subparts B, C, D, and E of this part at the commencement of _the grantee's 
program year next following July 1, 1975, effective dale of the regulations in this part, or 6 
months after that date, whichever is tater, and thereafter, unless the period for full compliance is 
extended in accordance with paragraph (f) of this section. · 
(b) If the responsible HEW official as a result of information obtained from program self-evalua-
tion, pre-review, or routine monitoring, is aware or has reason to believe that a Head Start pro-
gram, with respect to performance standards other than those for which the time for compliance 
has been extended in accordance with paragraph (f) of this section, is not in compliance with 
performance standards, he shall notify the grantee promptly in writfng of the deficiencies and 
inform the grantee that it, or if the deficiencies are in a Head Start program operated by a dele-
gate agency, the delegate agency has a period stated in the notice not to exceed 90 days to come 
into compliance. If the notice is with respect to a delegate agency, the grantee shall imme-
diately notify the delegate agency and inform it of the time within which the deficiencies must 
be corrected. Upon receiving the notice the grantee or delegate agency shall immediately ana-
lyze its operations to determine how it might best comply with the performance standards. In 
this process it shall review, among other things, its utilization of all available local resources, 
and whether it is receiving the benefits of State and other Federal programs for which it is 
eligible and which are available. It shall review and realign where feasible, program priorities, 
operations, and financial and manpower allocations. It shall also consider the possibility of 
choosing an alternate program option for the delivery of Head Start services in accordance 
with OCD Notice N-30-334-1, Program Options for Project Head Start, attached hereto as Appen-
dix A, which the grantee, with OCD concurrence, determines that it would be able to operate as 
a quality program in compliance with performance standards. 
(c) The grantee or delegate agency shall report in writing in detail its efforts to meet the per-
formance standards within the time given in the notice to the responsible HEW official. A dele-
gate agency shall report through the grantee. If the reporting agency, grantee or delegate 
agency determines that it is unable to comply with the performance standards, the responsible 
HEW official shall be notified promptly in writing by the grantee, which notice shall contain a 
description of the deficiencies not able to be corrected and the reasons therefor. If insufficient 
funding is included as a principal reason for inability to comply with performance standards, the 
notice shall specify the exact amount, and basis for the funding deficit and efforts made to 
obtain funding from other sources. · 
(d) The responsible HEW offidal on the basis of the reports submitted pursuant to paragraph 
(c) of this section, will undertake to assist grantees, and delegate agencies through their grantees, 
ld 
HEALTH 
- . 
PERFORMANCE STANDARDS 
Subpart C-Heallh Services Objectives 
and Performance Standards 
. . 
§ 1304.3-1 Health services general objectives. 
The general objectives of the health services 
component of the Head Start program are to: 
{a) Provide a comprehensive health services 
program which incl'udes a broad ra_nge of medi-
cal, ggnt~I. mental health and nutrition services 
to preschool chif dren, including handicapped 
children, t~ assist the child's physical, ~mo-
tional, cognitive and social development toward 
the overall goal of .social competence. 
- . (b) ·promote preventive health _ services and 
~a_rly intervention. 
{cl Provide the child'~ family with the neces-
. sary skills and insight ·and otherwise attempt to 
link the family to an ongoing health care system _ 
lo ensure tha\ the child continues to receive 
comprehensive health care even after leaving 
the Head Start program. 
§ 1304.3-2 Health Services Advisory Commit-
tee. 
The plan shall provide for the creation of a 
Health Services Advisory Committee whose pur-
pose shall be advising in the pl anning, opera-
tion and evaluation of the health services pro-
gram and which shall consist of Head Start 
parents and health services providers in the 
community and other specialists in the various 
health disciplines. (Existing committees may be 
modified or combin~d to carry oul this func-
tion.) 
GUIDANCE 
{a), (b), & {c) These are the aims toward which 
the program efforts should be directed. 
In order to a·chie~e the -comprehensive goals, 
the health program must be planned by profes-
sionally competent people. Planning must take 
place early and niust · Tnvolve a wide cross-
section of the professional health talent avail-
able in the community. Examples of people who 
could be involved in pl anning the he alth pro-
gram of the Hea·d Start Center include: 
a. Pediatricians and pediatric societies. 
b. General practitioners and the Academy of 
General Practice. · 
c. Other physicians and the c·ounty and State 
medical societies. 
d. local, regional, and State health offices: 
e. Child and general psychiatrists and their 
associations. 
f. Hospital administrators and their associa-
tions. 
g. Dentists and dental associations. 
h. Public health nurses, school nurses, and 
nursing organizations. 
i. Nutritionists and their associations. 
}. Optometrists and their associations. 
k. Psychologists and their ~ssociations. 
1' 
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HEALTH 
PERFORMANCE STANDARDS 
§ 1304.3-3 Medical and dental history, screen-
ing, and examinations. 
{a) The health services component of the per-
formance standards plan shall provide that for 
each child enrolled in lhe Head Start program 
a complete medical, dental and developmental 
history will be obtained and recorded, a thor-
ough he alt h screening will be given, and medi-
cal an d ntal exam inations will be pe rfor me d. 
The plan w ill provide also for advance parent or 
guardian authorization for all health services 
under this subpart. 
GUIDANCE 
I. Medical technologists and their associa-
tions. 
m. Speech and hearing personnel and the:ir 
associations.· 
The plan should indicate the number of 
parents, and specific health professionals on 
the health advisory committee; goals and objec-
tives; and projected number of meetings. 
Involving parents, hearth professionals and 
their organizations in planning will ensure that 
the health program is tailored to the needs of 
the children, and that it utilizes fully the re-
sources available in the community without du-
pricating already existing services. The health 
professionals · ·should be aware of common 
health practices in their community. The health 
advisory committee should develop guidelines 
to deal with health practices that may be poten-
tially harmful to a child. Organizations and indi-
viduals who are involved in the early planning 
of a program are likely to cooperate fully in the 
implementation of the program. 
(a) As much pertinent health information QS 
possible should be accumulated and recorded 
for each child. This should be performed as 
soon after the child is enrofled as is feasible. 
There are three main sources for such infor-
mation: records of past medical care, teachers' 
obs ervations, and int ervi e\VS with parents or 
guardians. 
Every effort should be made to obtain records 
or summaries of the significant medical care 
and immunizations that each child has received 
in the past. This information may be available 
from hospital clinics, private physicians, or 
health department-sponsored well-child clinics. 
In special cases, it may be desirable to obtain . 
·the mother's and infant's delivery and birth his-
tory from the hospital wh ere the chird was born, 
especially if the child now shows evidence of 
neural ogic impairment. Written records of im-
portant health events are important supplements 
to the mother's recoll ection of such events. By 
acquiring such records before the physician 
performs his complete health evalu ation, a great 
deal of repetition, wasted ti me, and unnecessary 
· concern may be avoid ed. 
Ari ex ample of that type of info rmation re-
quired is contained in CAP-HS Form 30. 
lf 
HEALTH 
PERFORMANCE STANDARDS 
(6) Urinalysis. 
(7) Based on community health problems, 
other - selected screenings where appropriate, 
e.g., sickle cell ane17!fa, lead poisoning, and in-
testinal parasites. 
(8) · Assessment of current immunization sta-
tus. 
(9) During the course of health screening, 
. procedures must be in effect for identifying 
speech problems, determining their cause, and 
providing service_s. 
GUIDANCE 
ities is the use of a test paper· which detects 
· albumin, sugar, blood, and determines the pH 
of the urine. Urine can be obtain~d at the center 
or in the home using clean glass bottles or 
paper · cups. The test paper is dipped in the 
urine and color changes on the paper are inter.; 
preted according to a chart enclosed on the 
test papers. Children whose test shows the 
presence· of sugar, blood, more than 1 + albu-
min, or pH of more than 7.0 should have a com-
plete urinalysis. Most· children with abnormal 
screening urine tests will be found normal on 
careful retesting. 
Qua _ntitative urine culture to discover bs3c-
teriuria is an important screening test for urinary 
tract abnormality. Unfortunately, this test is rela-
tively expensive, and only a few Head Start com-
munities will have the necessary bacteriologic 
· laboratory facilities to perform the test econom-
ically and well. Diagnostic laboratory kits are 
now available for urine curtures which do not 
require bacteriological laboratory facilities. In 
those communities where economical and accu-
rate testing· is possible, this test should be con-
sidered for alt girls. Boys who have enuresis 
(bedwetting} or other symptoms should be 
tested; asymptomatic boys do not requir~ 
test _ing. 
(7) The loc ·a1 board of hearth, the pediatric 
consultant, and the health advisory committee 
provide information to ascertain whether sickle 
cell anemia, lead.poisoning, and . intestinal para--
sites are community health problems. Prob _lems 
such as head lice can be dealt with in this 
manner. 
(8) Staff should check medical records and 
consult with parents on child's current immuni-
zation status regarding diphtheria, pertussls, 
tetanus, measles, polio, German measles, and 
mumps. , • 
(9) Many children talk very littre during a 
medical examination, and the physician is in a 
poor position to· judge the -adequacy of their. 
speech. 
Efficient screening of very young children can 
be done quickly and informally by having chil-
dren · talk about stimulus pictures, repeat key · 
words containing a variety of speech sounds, 
lg 
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PERFORMANCE STANDARDS 
(10) Identification of the special needs of 
handicapped children. 
GUIDANCE 
and relate oral information spontaneously. In 
general, remedial speech services ~hould be 
provided only where conditions exist which sug-
gest that, without attention. a handicapping dis- . 
order will continue into late childhood. . 
The teachers in the Head Start center should 
make note of any children in their class wh9se 
speech ls substantially different from . that of 
the average Head Start · child. These observa-
tions should be available to the physician at the 
time of his examination. He can then make spe-
cial evaluations of the ears, palate. and larynx, 
and may be able to give advice as to whether 
the speech pattern is normally immature or is 
pathological· for the child. Whenever speech 
and hearing professionals are available to the 
He.ad Start program, they should work in coop-
eration with the physician and teacher in de-
tecting, examining, and eva_luating speech ab-
normalities. 
Every language community or geographic 
area has certain differences from so-called 
standard speech in pronunciation, vocabulary, 
and grammar. It should be recognized that a 
sizeable number of pre-schoolers have unclear 
speech due to immature articulation patterns 
and will .mature and develop normally if they 
receive the necessary developmental services. 
Therefore, a child who may speak a language· 
other than English or ethnic colloquialisms 
should not be regarded as speech impaired. 
The health ·advisory committee should de-
velop this procedure including the utilization of 
speech and hearing professionals and outlining 
a schedule for checking suspect speech ab-
normalities. 
Services include speech . and language de-
velopment, clinical services, and parent coun--
seling seryices. 
· (1 O} Special needs of handicapped children 
can be identified from the screening and physi-
cal examination results, parent interviews, and 
teachers' and mental health professionals' ob-
servations. 
The plan to provide for these special needs 
could include modification of the physical 
facility, modification of the curriculum, develop-
ment of new or different feeding skills, and 
continuation of special medical care. 
You will find the pamphlet "Responding to 
Individual Needs in Head Start'' helpful in work-
ing with the children and the identification of 
resources. 
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HEALTH 
PERFORMANCE STANDARDS 
(1) Obtaining or arranging for freafmenf of 
all health problems detected. (Where funding is 
provided by non-Head Start funding sources 
there must be written documentation that such 
funds are used to the maximum feasible extent. 
Head Start funds may be used only when no 
other source of funding is available). 
GUIDANCE 
uatly taking place and must plan to do whatever 
is necessary to ensure treatment and follow-up. 
(1) The program should coordinate and sup-
plement existing resources for hearth care of 
chirdren; it should not duplicate them. When 
existing service programs do not meet the 
standards because of inaccessibility, unaccept-
ability, br poor professional quality, funds may 
be used to supplement the existing services and 
bring them to standard. Only if existing services 
· cannot be modified should new services be 
arranged or purchased. 
[very community will have availabTe many of the resources fisted 
in the following table. The program may contract with existing 
agencie:; to provide some or all of the health-services.. . 
1. Private Practitioners of 
Medicine, _Qs:i:iti~!ry. Optometry, 
Psychology- individual or group. 
1. May provide an types · of 
health services (consultation and 
planning, administrative, exam-
inations and screening tests, 
treatment, immunization, health 
education, and continuing health 
scpervision) on a volunteer, con• 
. tract, or fee-for-service basis. 
2. Health Departments-city, 
county, regional, or State. 
3. School Health ·Programs. 
4. Clinics-run by hospitals, 
medical schools, or other agen- . 
cies. 
5. Prepaid Medical Groups. 
. 
6. Armed Forces Medical Serv-
ice:;. 
7. Neighborhood Health Cen-
ters. 
8. Comprehensive Child Health 
Centers (Example: Children and 
Youth Programs). 
2 May provide atf types of 
health services. Some may be 
free for all or some Head Start 
children as part of existing pro-
grams: some may be contracted 
for. May provide funds to pur-
chase services from other sources. 
3. Same possibilities as Health 
Oepartmenl 
4. May provide all types of 
health services, usually on con• 
tract or fee-for-service, but some 
services may be free for all or 
some Head Start children. 
5. May provide complete range 
of ser.-ices to children of mem-
bers of group. 
6. May provide medical pre-
ventive, diagnostic, and treat-
ment services to_ children of 
Armed Forces personnel. Dental 
• services available only at re-
mote posts. 
7. May provide comprehensive 
health services at no cost to 
Head Start for children living in 
geogr2phica1ly defined neighbor-
tioods served by c.enlers. 
8. May provide comprehensive 
hea!lh service:. at rio cost to 
Head Srart children who are in 
the defined population served 
by the center. 
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HEALTH 
PERFORMANCE STANDARDS 
(2) Completion of all recommended immuni-
zations--diphtheria, _pertussis, tetanus (DPT), 
pofio, measles, German measles. Mumps immu-
nization shall be provided where appropriate. 
{3) Obtaining or arranging for basic dental 
care services as follows: 
(i) Dental ex amin ation. 
I 
GUIDANCE 
Tuberculosis Associations. 
Mental Health Associations. 
Tuberculin testing and foTTow-up. 
Psychological and social services, 
mental health consultations. 
Resources need not be utilized solely because they are free. The 
utilization of community resources should be consistent with the 
Head Start goal of enhancing the sense of dignity and self-worth 
within the child and his/her family. 
ldeatly, each child should be examined by a private physician or 
by health facility staff who will institute corrective treatment for all 
defects discovered and who will also provide continuing health super• 
vi:;ion for the child during the time that he/~he is in Head Start and 
over the years to follow. One of the central goals of the Head Start 
program is to introduce a child and his parents to a physician or 
health facility that will be able to meet all of his health needs over 
an extended period of time. 
(2) Immunization instructions: 
(a) "complete" immunization is defined as 
follows: 
(i) DPT- at least three doses of DPT (Diph-
theria, . pertus~is, tetanus) vaccine, the most 
recent within the past two years. 
(ii) Polio - at least two doses of trivalent 
oral vaccine or three doses of monovalent oral 
vaccine plus one dose of trivalent vaccine. 
(iii) Rubeola-Meastes-one dose of live 
measles vaccine. _Naturally occurring measles 
provides complete ·. immui:1ity. 
(iv) Rubella-German Measles~ne dose of 
live Rubetta vaccine or serologically docu-
mented immunity. 
(v) Mumps-where mumps vaccine is part of 
a combined vaccine it is appropriate for us~ in 
the immunization program. Naturally occurring 
mumps provides complete immunity. · 
The American Academy of Pediatrics 
schedule is an appropriate guide for immuniza-
tions. 
(3) A staff member or dental hygienist may 
screen the child through checking the teeth 
for obvious holes or cavities, bleeding around 
the gums, and pus drainage. 
Priorities for dental treatment are ordinarily: 
{1) Children with painful teeth; 
(2) Obvious cavities, bleeding gums, and pus 
drainage; 
(3) Routine care for all children. 
(i) The dental examination is an oral exami-
nation including diagnostic radiographs. Nec-
essary treatm ent fol lows the examination. Ex-
aminations without treatm ent are of no value to 
the children or to the community. 
lj 
HEALTH 
PERFORMANCE STANDARDS 
(ii) Services required for the relief of pain or 
Infection. 
{iii) Restoration of decayed primary and per-
manent tee ·th. 
(iv} Pulp therapy for primary and permanent 
teeth as necessary. 
(v} Extraction of non-reslorabte teeth. 
(vi} Dental prophylaxis and instruction in 
self-care oral hygiene procedures. · 
(vii) Application of topical fluoride in com-
munities which lack adequate fluoride levels in 
lhe public water supply. 
(b) There must be a plan of action for medi-
cal emergencies. 
§ 1304.3-5 Medical and dental records. 
The ptan shall provide for_: {a) the establish-
ment and maintenance of individual health rec-
ords w hich contain the child's medical and de-
velopmental history, screening results, medical 
and dental examination data, and evaluation of 
this material, and up-lo-dale information about 
treatment and follow-up; (b) forwarding, with 
parent consent, the records to either the school 
or health delivery system or both when the child 
leaves the program; and (c) giving parents a 
summary of the record which includes informa-
tion on immunization and foltow-1,1p treatment; 
an_d (d) utilization of the Health Program As-
sessment Report (HPAR); and {e) assurance 
that in alt cases parents will be told the nature 
of the data to f?e collected and the uses lo 
GUIDANCE 
(vi) Self-care oral hygiene should be em-
phasized daily in the classroom teaching and 
after meats. · 
Cleaning of teeth {Dental Prophylaxis} and 
self-care oral hygiene (brushing, flossing, swish-
ing} instructions may also be conducted simul-
taneously with the examination or may be con-
ducted at the time of dental treatment. 
(vii) The local health department, Depart-
ment of Water and Sanitation, local dental 
health association, or USPHS Dental Consultant 
should be contacted to determine the adequacy 
of fluoride levels. 
(b} · A plan should be developed with the par-
ents to provide for emergency medical cme for 
their child. Written policy should deal with 
issues such as parental permission and consent 
forms to· secure emergency care, transportation 
and available physicians, clinics and hospitals. 
A community physician, clinic or nurse should 
be available for telephone consultation at all 
times. 
At least one member of the full-ti me staff 
should be knowledgeable or become trained in 
first aid. 
The health records should be used for: (1) 
identifying needed preventive and corrective 
care, {2) arranging for such care, and (3) pro-
viding an educational program suited to the 
Individual child. 
To aid the individual child, the record must 
comp I etely, but concisely, summarize health 
findings as determined from the history, screen-
·ing tests, and medical evaluation and must 
record all preventive measures in a way that 
clearly shows which recommended preventive 
measures have not yet taken place . . 
Whenever a child is referred for consultation 
or treatment, all of the information in the health 
record should be made available to the con-
sulting or treating professional. If this is not 
done, the consurtant must either obtain and 
lk 
HEALTH 
PERFORMANCE STANDARDS 
which the dala will be pul, and thal the uses 
will be restricted to the staled purposes. 
GUIDANCE 
record his own Information, an unnecessary 
waste of time and effort, or proceed without 
such Information, with possible ill effects for 
the child. 
To aid physicians and health workers ln pro• 
viding needed health care, the record must pro-
vide a sufficient background of social, medical, 
and educational information of a general nature 
so that each h'ealth professional dealing with the 
child need not accumulate his own record and 
history. 
To serve the educational needs of the child, 
health findings must be translated into class-
room recommendations. _This process should 
begin at the time the original health diagnoses 
are made. It must then be elaborated both by 
further written recommendations and by con-
ferences between physicians, teachers, nurses, 
and ~ther health personnel. 
Records should indicate the grogress in 
- completing treatment for alt conditions in need 
of follow-up as a result of screenings and medi• 
cal examinations. 
In order to be useful to health workers and 
individual children, the ·health records must 
contain a large amount of information of a co"n-
fidential nature. The privacy and confidence of 
this information must be respected. The 
records 'should be kept in a place that is not 
a·ccessible to unauthorized persons. Such infor• 
mation should not be available routinely to 
teachers, administrators, or other non-medical 
personnel. Those portions ot'the health informa• 
tion which are pertinent and useful to teachers 
· and to administrative personnel should be 
shared with them through reports and through 
conferences which translate the confidential 
health information Into useful edocational and 
administrative recommendations. Health infor-
mation must not be released to insurance com• 
panies or other inquiring agencies without writ• 
ten ~onsent of ~hild's parents or guardian. 
Staff should review all health records with the 
parents. The summary should be given to par• 
ents so they have a written account of their cur-
rent health status annually. In addition, a child's 
health record should be transferred to his/her 
school in order to ensure continuity of health 
services. 
In · order to complete the HPAR, the program 
must have complete up-to-date records. This 
'instrument is used to assist the programs in 
setf-ass~ssment in the areas of planning, man• 
agement, and delivery of health services. 
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HEALTH 
PERFORMANCE STANDARDS 
§ 1304.3-6 ., Health education. 
. -. '~•: . . . 
(.a) The ·_4pfan ·_'shall provide •for an organized 
health;; ''rd~ca .lion program for program staff, 
parenls ··and 'children which ensures that: 
~:~:~ . . 
(1) Parents are -provided w~th information 
about all available health resources; 
(2) Parents are encouraged to become in-
volved·· in the health care process relating to 
their child. One or both parents should be en-
couraged to accompany their child to medical 
and dental exams and appointments; 
(3) Staff are taught and parents are provided 
the opportunity to learn the pri ncipl es of pre-
ventive health, emergency first-aid measures, 
and safety practices; 
(4) Health edu cation is integr ate d info on-
going classroom and other program activities. 
\ 
(5) The children are familiarized with all 
health services they wm receive prior to the 
delivery of those ser vices. 
GUIDANCE 
(a) Health personnel shoufd devote a sub 
stantial amount of time in helping the Hea 1 
Start staff ·and parents understand the impJica 
tions of health findings for individual childrer 
and for the program in general. Regular): 
scheduled consult ations between the physicia1 
and the teachers are suggested for this purpose 
(1) A local hearth resource bookfet or pam 
phlet should be prepared for distribution to par 
ents. The information ought to be categorizec 
by services. 
(2} Parents can learn about health as a con 
tinuing process and not just as a physical ex· 
amination if they accompany the child to the 
examination. 
(3) Procedures should outline measures to be 
taken in a medical emergency at the center an d 
the home. Preventive health topics can include 
prenatal and postnatal health, immunizations , 
sanitation, accident prevention, hazards of toxic 
lea·d paint, and first aid for cuts, bruises, in-
sect bites, burns, and other specific community 
health problems. 
Staff should be aware of common health prac-
tices in their community. · 
(4} The most import ant health education ac-
tivity of a program is the example it sets by 
providing each child with pleasant, dignified, 
individualized care within the health program. 
Parents learn from the emphasis placed on 
careful examinations, immunizations, dental 
care, and other health measures that such 
health activities are important for their children. 
Parents' participation in classroom activities 
and in the health care process related to the 
child (screenin·g, examinations) can be an effec-
tive method of health education for the entire 
family. 
Teachers should integrate health into the cur-
riculum and daily activitie ·s of the children. 
(5) Health education can build on the health 
services program in another way. Each screen-
ing test, immunization, and examination can be 
discussed in the classroom. This will serve both 
to prepare the children for an unusual experi-
January 16 
February 1 
February s~ 
March 5 
February 15 
February 26 
March 5 
March 14 
March 16 
}1arc J 20 
Harch 23 
lm 
TIME SCHEDULE 
Present the project protocol to Head Start for approval. 
Present the project protocol to ·the Head Start Health 
Advisory Committee. 
Conduct a resource assessment of the different Head Start 
locations. 
Head Start central office notifies the Head Start centers 
of upcoming site visits. 
Head Start nurses notify the Head Start centers of upcoming 
site visits on the dates scheduled: 
Schedule follows: 
3/ 5/79 ~ {10:00 am) Orchard Park Head Start Center 
3/ 5/79 ( 1:00 pm) S.NoA.P. Head Start Center 
3/ 6/79 {10:00 am) Parker Hill-Fenway Head Start Center 
3/ 6/79 { 1:00 pm) Allston- Brighton classroom 
Head Start nurses notify the Head Start centers of upcoming 
site visits on the dates scheduled: 
Schedule follows: 
3/12/79 { 9:00 am) Jamaica Plain Head Start Center 
3/12/79 ( 2:00 pm) East Boston Head Start Center 
3/13/79 {12:45 pm) Allston-Brighton Head Start Center 
3/14/79 ( 1:00 pm) Dorchester Head Start Center 
Collect and summarize data from the questionnaire checklist 
summaries. 
Analyze data from the questionnaire checklist summaries. 
In accordance with the needs discovered, identify available 
resources from the resource assessment. 
Compile the information gathered from the needs and resource 
assessment. 
April 
April 
April 
May 8 
May 16 
5 
6 
10 
ln 
Head Start Health Advisory Meeting (present results of dental 
program needs assessment). 
From the compiled information, begin formulating dental pro-
gram recommendations. 
In accordance with the dental program recommendations, devel op 
a dental plan. 
Present the dental p4an to the Head $tart Health Advisory 
committee for approval. 
Familiarize the nurses with the dental plan. 
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H E AD S TA RT : 1 E rn A L P RO G R Ar• r \ E E D S A S S E S S M E N T * 
INVESTIGATOR QUESTIONNAIRE-CHECKLIST 
GENERAL 
1. Grantee (Name, Address, Tel. No.): 
2. Delegate Agency (if applicable): 
a. 
3. Centers 
a . 
I 
4. Head Start Director: 
5. Health Coordinator: 
6. Nutritionist/Consultant: 
7. Dental Advisor (local): 
8. Health Advisory Council: 
a. No. of members: 
b. Dentist: 
9. In Depth Validation Review 
10 . 
a. Date (last Review or planned): 
b. Problems and Progress: 
Rou~ine Consultation Visit: 
a. Date (last visit): 
b. Problems and Progress: 
Number of Children 
Number of Children 
Number of Classrooms 
* Adapted f rom Questio nnaire (Depart ment of Health, Education, and Welfare; 
U.S. Public Health Service, Region I, Office of Dental Affairs). 
PROFESSIONAL SUPPORT 
1. Providers Participating: 
a • P r i v a t e d e n t i s t s· · · 
lp 
------------'-------------
b. Neighborhood health centers 
c • Pu b 1 i c· c 1 i n i c s· · · 
· d. School clinics · · 
e. Local health agencies 
f. Hospitals 
g. Title XIX, EPSDT · 
---------------------
h. ESEA (Title I) 
i. Union or management 
j. State health programs (Maternal and Child Health, Crippled 
Children's) 
k. Dental hygiene or dental schools 
1. Private health insurance 
m. Civic organizations 
n. Enrollee-family contributions 
o. Other 
2. Indicate by letter which of the professional supports utilized 
from above are: 
Free Reduced Charge Usual and Customary Charges 
3. Are participating dentists informed about dental examination 
and treatment requirements? How? 
4. Is 
1
a listing of available dentists and other dental care 
resources distributed to parents? 
5. Is professional dental consultation or dental program direction 
provided in planning for treatment, preventive, and/or educa-
lq 
tional portions of the dental component? 
6. Is the local dental society involved in the dental program 
in any way? 
7. When was the p~ofessional support list last updated for names, 
- addresses, phone numbers, and available services? 
FINANCIAL SUPPORT 
1. Current dental services budget 
2. Budget developed by 
3. Total number of children 
4. Number of children Medicaid eligible 
5. Number of non-Medicaid children utilizing other resources 
6. Number of children not financed by Head Start (Line 4 plus 
L ine·. -5) 
-------
7. Number of children financed by Head Start (Line 3 minus Line 6) 
8. Available funds per child financed by Head Start (Line _ 1 
divided by line 7) 
9. What funds are available to purchase dental treatment for the 
non-Medicaid child? 
ADMINISTRATION 
1. Individual responsible for day-to-day coordination of dental 
treatment 
2. Is a written plan available describing the entire dental 
ctjmponent? 
3. How is each child's treatment progress tracked? 
lr 
4. How are yo~ notified of child's completed dental treatment? 
5. What kind of follow-up is done to encourage completion of child's 
dental treatment? 
6.· : Typ ·e of dental record used 
7. How many copies of each dental record ar~ used? 
8. What is done with each copy of the dental record? 
-------
9. Does the dental record identify: treatment needed? 
treatment cost? 
services rendered 
10. ~hat disadvantages do you see with the present dental record? 
11. Are dental records · maintained at Head Start? 
12. Are records forwarded to schools or private dental providers 
when children "graduate'' to assist in linkage with continuous 
care system? 
13. Transportation arrangements available when necessary? 
14. Babysitting arrangements available when necessary? 
SERVICES 
1. Narrative (present plan operation): 
\ . 
ls 
2. Are parents/guardians interviewed concerning childrens' 
past dental history, treatment experience, and present 
source of care? 
3. Are dental screeni .ngs done? 
· Where? 
By whom? 
When? 
4. Are all children scheduled for complete dental examinations 
within the initial two months of the Head Start year? 
5. How is dental treatment arranged for the child? 
. . 
Does the dentist who completes the dental exam on child also 
complete the dental treatment? 
7. Who is responsible for taking the child in for dental treat-
ment? 
8. Who is responsible for coordinating screenings, treatment, 
and follow-up? 
9. Are dental appointments difficult to make or keep? 
If yes, why? 
10. Is -dental treatment ever not completed because of the child's 
fear of the dentist? What's done? 
11. Are individual treatment appointments prioritized by needs 
(emergent problems and "rampant" situations children prior 
to routine care children)? 
12. f t this point in time: 
number children examined 
lt 
number children initiated treatment 
number children completed treatment 
13 . . Services available for treating handicapped ~hildren? 
PREVENTION AND DENTAL HEALTH EDUCATION 
1. Do lesson plans include dental health education and preven-
tion activities such as daily brushing? 
2. Describe when, where, how, and how long children brush? 
3. Does the teacher brush with children? 
4. Is dry brushing done? 
5. Are parents and aides used to help supervise brushing 
sessions? 
6. Are there sinks to brush in? How many? Are sinks 
and mirrors at children's eye level? 
7. Are disclosing ta~lets used? How often? 
8. Describe what is taught in dental health lesson plans 
When is it taught? 
9. Is dental information incorporated into the total curriculum? 
10. Is dental nutrition education included? Describe 
\ 
11. 
) 
Are nutriti_"c;>us and "dentally safe" snacks served? 
12. Are menus followed as designed by the Nutritionist? 
lu 
If not, what system is used? 
13. How much sugar is used weekly? 
14. Do children receive explanation of the dental care they will 
receive prior to d~livery of those services? 
15. Are field trips taken to the dental office or the neighborhood 
health center dental clinic? 
16. Do children ever role play "Going to the Dentist"? 
17. Toothbrushes purchased? Donated? 
at intervals? 
where? 
stored? 
how? -
18. How are toothbrushes identified? 
19. What size and brand of toothbrushes are used? 
and replaced 
20. Are dental audiovisual materials utilized in classrooms? 
Describe 
21. Do local dental health professionals participate in classroom 
dental education sessions? 
22. Are parents given the opportunity to learn about dental health? 
how often? taught to brush and floss? 
23. Do parents accompany children to dental appointments? 
24. Are parents informed of child's dental treatment progress? 
In what way? 
I 
. 25. · ~s dental health included as part of staff inservice tra~ning? 
lv 
how often? what subjects (dental) are covered? 
what would you like to see covered? 
26. ~How would you describe -staff turnover? 
Is . new staff given dental in-service? 
2 7 . D o 1 o c a 1 d e n t a 1 h e a 1 t h p r o f e s s i o n a 1 s p a. r t i c i p a t e i n p a r e n t 
and/or staff dental education sessions? 
28. What areas in the dental component would you like to see 
improved? 
GOAL ACHIEVEMENT 
High Low 
1. Professional support 
2. Financial support 
3. Administration 
4. Services 
5. Prevention and education 
STRENGTHS 
lw 
WEAKNESSES 
RECOMMENDATIONS 
PLANNING AND IMPLEMENTATION TIMETABLE 
See page 10 following 
Dental Health Specialist 
Oat ~ of Visit 
lx 
JC-B T J TLE: DENTAL HEALTH SPECIALIST 
ABCD Head Start PHOGRAM: 
REPORTS TO: Health and Family Services Coordin a tor 
SUPERVISORY 
RESPONSIBILITY: NONE - Training, technical a s sistance, 
guidance and support to local staffs 
and parents 
GRADE LEVEL: 
General R2sponsibilty 
The dental health specialist is responsible for providing training> 
technical assistance and support to local classrooms, staffs and 
parents in order that they may: . identify and interpret the oral 
health needs of children; provide _good oral health practices in the 
classroom and at home, and integrate the dental health program with 
the other components appropriately. 
The dental health specialist must plan, manage, and evaluate the dent-
al health component of the Health and Family Services Unit with re-
gard to ACYF, OFC, and ABCD guidelines and directives. 
Job Responsibilities 
1. Plans, develops and directs ·the activities of the dental health 
component so as to achieve and maintain compliance with ACYF 
Performance Standards, OFC Guidelines, and ABCD and Head Start 
Policies. 
2. Primary planner for the dental health component to ensure the 
development and implementation of: 
) 
- a plan for oral health care delivery to all enrollees 
and their families. 
- a tracking system to follow the progress of each child•s 
dental treatment, including dental examinations and 
routine preventive services. 
- a plan for the development and integration of dental health 
concepts into a curriculum~ 
- a plan for staff training on both city- wide and local levels 
a dental health education program for p a r ents which includ es 
proper oral hygiene practices, fluorides, de ntally-safe 
snacks, nursing bottle syndrome, accident safety, and 
dental resources available to them. 
- maintenance of accurate up-to-date dental r e cords on all 
enrollees. 
ly 
JOB TITLE: Den a l Hea lth Special is t - Job Responsibiliti e s (c on~ 
3. At a minimum, makes periodic site visits to centers to analyze, 
monitor and evaluate the local dental health program's effect-
iveness and its appropriateness to the needs of the children. 
. . 
4. Regular site visits to ensure that: 
5. 
6. 
7. 
8. 
9. 
I 
10. 
- children are receiving appropriate dental care. 
- children are -brushing daily after meaJsand/or snacks with 
adequate supervision. 
Toothbrushes are stored -in a dry, clean place, far enough 
from other toothbrushes to avoid contamination. Tooth-
brushes are replaced at intervals when the bristles 
are no longer functional. 
- Non-sugared foods are being served to the children at 
meals and at snacks. 
- Fluoride rinse programs are being properly administered. 
(when appropriate) 
- Preventive-oriented dental health activities are being 
integrated into the classroom on an on-going basis. 
Works with appropriate program specialists and Head Start admini-
stration and the Health and Family Services Committee to 
identify, analyze and develop mechanisms to meet the city-wide 
oral health needs of children and their families. 
Assis-ts ·Head Start families who are not eligible for Title XIX 
funds to obtain needed dental services. 
Assistslocal programs in identifying and negotiating with dental 
health resources such as dental societies, professional schools 
and health organizations, neighborhood health centers, private 
practitioners, and state and local Medicaid E.P.S.D.T agencies. 
With apprpriate committees: revises and updates as necessary th~ 
city-wide dental health plan, determine the priorities of the 
dental program, recommends policy changes to the Health and 
Family Services Commit~ee. 
Provides or arranges for direct technical assistance and trainin g 
to local programs, as requested, or when program operations fail 
to meet or sustain ABCD Head Start objectives and requirements. 
Assists local programs develop resource lists and directories of 
dental care facilities that will provide families with infor ma-
tion necessary to select an appropriate and accessible dental 
care facility. 
lz 
JOB Tl '1 LE: DEI TA L HEALTH SPECIALIST - JOB RESPO~SIBIL l ' J J S ( cont) 
11. Makes available dental health educational materials and litera-
ture for staff and parents that enhances their abilities to 
promote good oral health practices. 
12. Develops an inventory system for all audio-visuals, educational/ 
p~eventiva materials and a plan for the distribution of these 
materials to the local programs. 
13. Serves as liaison between the professional dental community, 
1 oc a 1 programs , cent r a 1 off i ce , Head S t-a rt ' s and the Region a 1 
Office's dental consult a nts. 
14. Provides written monthly reports to the Health and Family Servic .e 
Coordinator on: 
- Statistical information on local program activities: 
-no. of children received dental examinations 
-no. of children initiated treatment 
-no. of children completed treatment 
- Training and Technical Assistance requested and performed 
Parent education and training sessions 
Recommendations for change · 
15. Provides a written annual report to the Head Start Director and 
any other report she/he deems necessary. 
16. Performs other related activities as required. 
Qualifications 
I 
Education and Experience 
Masters Degree preferred, Bachelors Degree required in Dental 
Hygiene, Health Education, Public Health or related area. 
Registered Dental Hygienist, a graduate from an accredited 
professional school of Dental Hygiene,and a holder of a . current 
Massachusetts Dental Hygiene License . 
. 
A minimum of one (1) year clinical experience in a private 
practice or public setting. · 
A minimum of two (2) years supervisory and/or administrative 
level experience. 
Experience working with families of pre-school children in a 
community dental program.(preferred) 
Experience working with inner city residents. 
JOB TITLE: 
2a 
DENTAL HEALTH SPECIALIST 
Required Knowledge, Skills, and Abilities 
Qualifications (cont inu e d) 
Thoro~gh knowledge of the principles of prevention and c ommunity 
dental heal th. 
Thorough knowledge of the Boston community and its dental resources . . 
Ability to design, implement, and evaluate training progr ams in d e ntal 
health practices for staffs and parents with varying levels of a bility 
and experience. 
Ability to design a curriculum that integrates dental health concepts 
into total health. 
Ability to work with persons of multi-cultural/ multi-ethnic and social 
backgrounds. 
Ability to assist in grant writing and - proposals. 
Ability to work well with the professional dental community. 
2b 
DHTA L 1·L' .'P 0, 1ER RtSOURCE LIST 
1. METROPOLITAN DENTAL SOCiETY 
93 Union st. 
Newton, MA 
C~ntact: Mrs. Didi Marble, Executive Director 
Ser~ices: Excellent referral for all dental services. 
Speakers and filmstrips can be provided if 
given plentey of notice. 
2. MASSACHUSETTS DENTAL SOCIETY 
36 Washington st. 
Wellsley Hills, MA 02181 
Contact: Dr. Sheff, Director 
Dr. Alexander Maitland, Executive Secretary 
Bobbie Hansen 
Services: Referral for dental manpower, speakers, rent-
al movies, and pamphlet lists. 
3. BUREAU OF COMHUNITJ DENTISTRJ 
Boston Department of Health and Hospitals 
818 Harrison Ave. 
Boston, MA 
Contact: Dr. Myron Allukian 
Services: Referral for all dental needs. 
4. NEW ENGLAND DAIRY COUNCIL 
Dental Health Education 
1034 Commonwealth Ave. 
Boston, MA 
Contact: Ms. Nancy Deborah Ottenad 
Ms. Joanne Zittic 
Services: Provides nutritional-dental health education 
services, consultation and education to community 
groups, two hour nutrtional workshops on-sit, 
free nutritional pamphlets, and a preschool de-
signed program called "Little Ideas for nutri-
tional education". 
969-6663 
325-4442 
237-6511 
332-2900 
237-6511 
237-6511 
424-4516 
734-6750 
2c 
S. !' i-:GI :.~L DE ' I AL DIRECTO f J ~ HEALTH, EDU~.' f C 1, 
AND WELFARE.·_ Rc~ ion I. 
John F. Ke nn e dy Building 
Room 1404 
Boston,~ 
Contact: Dr. Robin L awr e nce 
Services: Consultants avail a ble to prov i de technical 
a ssistence to all d e ntal p r og rams. 
6. COMMONWEALTH OF HASSACHUSETTS PUBLIC 
HEALTH DE?ARTHENT 
Division of Pr e ventive Medicine 
Dental Health Di vfsion 
600 Washington Street 
Boston, MA 
Contact: Jane Gallahue 
Services: Dental program consultation 2nd referral. 
Dental prevention programs emphasized. 
7. FORSynI SCHOOL OE DENTAL HYGIENE 
140 Fenway 
Boston, MA 
Contact: Ms. Patricia Connolly 
Services: De ntal health education provided by students 
if given plenty of notice. Prophylaxsis, ~ 
fluoride applications, radiographs, and 
dental examinations provided free of charge. 
8. BOSTON UNIVERSI TY, GOLD}~ N SCHOOL OF GRADUATE 
DENTISTRr 
100 E. Newton st. 
Boston, MA 
A: Dental As~isting Department 
Contact: Mrs. Gene Ganley 
Services: Dental health education by 
students if given pl e nty of 
notice. 
B. CoTTu~nity" Dentistry De p ar t ment 
Contact: Ms. Ya dalyn Man n 
Ms. Gay Sa r be y 
• 
223-6823 
262-5200 
247-6306 
247-6395 
247-6410 
2d 
Services: Dental program consultation 
and referral for dental health 
education workshops. 
C. Pedodontic Department 
Contact: · Ann Taylor 
Dr. Bourassa 
Services: Dental screenings and comprehensive 
dental treatment. 
9. MASSACHUSETTS DENTAL HYGIENE ASSOCIATION 
Contact: Ms. Nancy Soter, President 
Huntington Ave. 
Worchester, MA 
Mrs. Cheryl Burman, President of the 
Metropolitan Dental Hygie~e Association 
Ms. Jane Snaisky, President of the 
Massachusetts Public Health Hygienist 
Association 
Plymouth, MA 
Services: Referral only. 
10. METROPOLITAN DENTAL ASSISTANT SOCIETY 
100 E. Newton st. 
Boston, MA 
Contact: Ms. Diane Duddy, President 
Services: Referral only. 
11. BOSTON PUBLIC SCHOOLS 
26 Court st. 
Boston, MA 
Contact: Bob Donahue, Deputy superintendent-
Academic .op~rati6ns;. 
Elanore Merick, Supervisor of School 
nurses. 
Services: Referral only. 
247-6305 
247- 6305 
247-6399 
No of f ice 
(1) 393-3128 
(1) 324-1690 
(1) 746-9366 
. 262-5200 
(1) 731-6363 
726-6270 
726-6522 
726-6211 
I 
12. BOSTON SCHOOL HEALTH SERVICES 
.26 Court st. 
Boston., MA 
2& 
Contact: Audry Fisher, Senior Advisor of city wide 
and corrnnunity health programs. 
Services! Referral only. 
13. HEALTH PLANNING COUNCIL FOR GREATER BOSTON 
46 Burmingham Parkway 
Boston, MA 
Contact: David Dentin 
Services: Referral and consultation for dental 
programs. 
14. TUFTS DENTAL SCHOOL 
l Kneeland Street 
Boston, MA 
Contact: Dr. Cassidy 
Community Affairs office 
Services: Individual dental treatment available at 
a lower than average cost. Dental student 
volunteers available for screenings and 
dental health education (with plenty of 
notice). 
15. Ml'. IM .JUNIOR.COLLEG~~ 
777 Dedham st. 
Newton, MA 
Contact: Ms. Gloria Cerullo 
Services: Dental assistants can provide dental 
health education (with plenty of notice). 
16. HARVARD 
., 
188 Longwood Ave. 
Boston, MA 02215 
Contact: Ann Matranz~ 
Services: Con~ingent upon location and funding; 
dental prevention programs can be pro-
vided (sealants and fluoride rinses). 
726-6489 
726-6615 
426-2022 
956-6666 
969-7000 ext. 162 
732-1438 
732-1414 
2£ 
Contact: Jack Dil e nbe rg 
Department of Dental Administration 
Services: Referral and consultation for dental 
programs. 
17. NORTHEASTERN 
360 Huntington Ave. 
Boston, MA 
Contact:. Elanor .King 
Services: Dental Health Education 
732-1456 
437-2829 
2g 
DENTAL HEALTH E!Yi_i . TIO MATERIAL S AND Si '. PLIE S RESOURCE LI ST 
TOOTHBRUSHES: 
The following sources supply round-end, soft bristle brushes. This 
type is recommended. Ask for "seconds" or institutional price list. 
FLOSS 
1. · Anchor Brush Company 
P.O. Box 68 
Aurora, Illinois 60507 
Child's No. p-27 
Adult's ·No. PT-28 
2. The Block Drug Company 
105 Academy Street 
Jersey City, New Jersey 07302 
Adult _ (nylon) Pycopay· "Softex" 
Junior (nylon) 
3. John O. Butler Company 
4. 
540 North Lake Shore Drive 
Chicago, Illinois 60611 
Junior G.U.M. 
Oral B Company 
Fairfield Road 
Wayne, New Jers~y 07470 
Oral B 20 Child's 
Oral B 30 Junior 
5. Proctor and Gamble Company 
Professional Services Division 
P.O. Box 171 
Cincinnati, Ohio 45210 
Junior Multitufted nylon 
Adult Multitufted nylon 
Unwaxed, thin, nylon floss recommended) 
1. Oral Health Products (P.O.H.) 
Box 4717 
Tulsa, Oklahoma 74101 
2h 
2. Johnson and Johnson De ntal Division 
New Brunswick, New Jersey 08903 
3. Proctor and Gamble Company 
Professional Services Division 
P.O. Box 171 
Cincinnati, Oh i o 45201 
4. John O. Butler Company 
540 North Lake Shore Drive 
Chicago, Illinois 60611 
DISCLOSING TABLETS/LIQUID 
1. John O. Butler Company 
540 North Lake Shore Drive 
Chicago, Illinois 60611 
2. Pacemaker Corporation 
P.O. Box 16163 
Portland, Oregon 97216 
3. Proctor and Gamble Company 
Professional Services Division 
P oO. Box 171 
Cincinnati~ Ohio 45210 
4. Oral Health Products (P.O.H.) 
Box 4717 
Tulsa, Oklahoma 74101 
. 5. Cue-Professional ~er -\tf.ces Dept:. 
Colgate Palmolive Company 
300 Park Avenue 
New York, New York 10022 
(Disclosing Waf~rs) 
FLOSS HOLDERS 
1. Project "P" Inc. 
448 Edgewood Court 
Neenah, Wisconsin 54956 
(Brand X) 
2. E-Z Floss Company 
Palm Springs, California 92262 
(E-Z Floss) 
3. Floss Aid Company 
P.O. Box 624 
Santa Clara, California 95052 
{Floss -A id) 
FL UORIDE MOUTHRINSE: 
1. Medical Products Lab. 
1010 Arch Street 
Philadelphia, Penna. 19107 
2i 
Sodium Fluoride Mouthrinse Program 
42¢/child/year 
PAMPHLETS, READING MATERIALS, ETC. 
1. American Dental Association 
Order Department 
211 East Chicago Avenue 
Chicago, Illinois 60611 
(Free c~talog sent upon request which decribes 
pamphlets, films, etc., available) 
2. Amural Product Company 
P.O. Box 300 
Naperville, Illinois 60540 
(Free pamphlets and samples of sugarless gum, 
mints and suckers) 
a. "The Critical Years of Tooth Decay" 
b. "Enjoy Good Teeth and Good Times" 
· c. "Guidepost to Better Brushing" 
3. National Dairy Council, Inc. 
111 North Canal st. 
Chicago, Illinois 60606 
(A catalog is available upon request) 
4. David C. Cook Publishing Company 
850 North Grove Avenue 
Elgin, Illinois 60120 
(Teaching pictures $1.98 per set) 
5. International Apple Institute 
2430 Penn Avenue, N.W. 
Washington, D.G. 20037 
6. Nova Dental 'Supply Co. 
Box 477 
Redding, California 96001 
Pamphlets 
Self Adhering "prevention" badges 
• 
__,, 
2j 
7. Colga -te Palmolive Company 
Professional Services Departm e nt 
Box J 
740 N. Rush Street 
Chicago, Illinois 60611 
(Records, comic books) 
8. Mrs. Alice~- Johnson, Educational Specialist 
Dental Health Center 
14th Avenue and Lake Street 
San Francisco, California 94118 
("Smallfry Smiles" - Excellent resources 
guidebook for teaching dental health) 
2k 
~ DD ESS LIST * 
DENTAL SCHOOLS II 
1. Boston University, Goldman School 
of Graduate Dentistry 
100 E. Newton st. 
Boston, MA 
2. Forsyth School of Dental Hygiene 
140 Fenway 
. Boston, MA 
3. Tufts Dental School 
1 Kneeland st. 
Boston, MA 
HEAD START CLASSROOMS ■ 
1. Allston Methodist Church 
64 Harvard Ave. 
Allston, MA 02135 
HEAD START CENTERS 
Allston-Brighton APAC 
143 Harvard Ave. 
Allston, MA 02134 
2. Fanueil Housing Development 
55 Fanueil st. 
Brighton, MA 02135 
3. Old Kent School 
23 A :Moul ton st. 
Charlestown, MA 02129 
4. First Baptist Church 
5 Monument Square 
Charlestown, Ma 02129 
5. Columbia Point 
274 Mt. Vernon st. 
Dorchester, Ma 02125 
JFK Family Service 
Charlestown APAC 
27 Winthrop st. 
Charlestown, MA 02129 
Columbia Point APAC 
34 Montpelier Road 
Dorchester, MA 02125 
Dorchester APAC 
450 Washington st. 
Dorchester, MA 02124 
* Use with the Dental Resource Map 
PHONE NUMBER 
247-6305 
262-5200 
956-6666 
783-1485 
787-9326 
787-9323 
241-8866 
241-8866 
241-8866 
288-0400 
288-9660 
288-2700 
6 . Br a d sh a\.\ · L, .1 e 
64 Bradsh aw st. 
Dorchester, Ma 
7. St. Mark's Church 
73 Columbia Road 
Dorchester, MA 
8. Christopher Street 
15 Christopher st. 
Dorchester, MA 
9. 110 Claybourne Street 
Dorchester, MA 
21 
East Boston APAC 
21 Meridian st. 
East Boston, MA 02128 
10. Maverick Housing Development 
41 Grady Court· 
East Boston, MA 
11. Social Center 
68 Wm. C. Kelly Square 
East Boston, MA 
12. Presbyterian Church #1 and #2 
130 London street 
East Boston, MA 
13. Cqpen Hall-Central 
Congregational Church 
85 Seaverns Aveo 
Jamaica Plain, MA 02130 
Jamaica Plain APAC 
30 Bickford st. 
Jamaica Plain, MA 02130 
140 Bromley-Heath Housing Development 
30/40 Bickford Street 
Jamaica Plain, MA 02130 
North End APAC 
20 Parameter st. 
Boston, ·MA 02113 
15. North End Community Health Center 
332 Hanover st. 
Boston, MA 
Parker Hill-Fenway APAC 
1552 Tremont st. 
Roxbury, MA 02120 
288 - 2, 00 ex t. 65 
· 288-2700 ext. 67 
288-2700 ext. 67 
288-2700 ext. 68 
567-8857 
567-7166 
56 7 -3334 
569-3948 
522-4250 
522-5533 
523-8125 
367-0532 
427-2040 
16. Huntin g ton \ ·'CA 
316 Hun g tin g ton Ave. 
Boston, MA 02115 
17. AVCO Building 
188 Geneva Ave. 
Dorchester, MA 02125 
18. Orchard Park Day Care 
908 Albany Street 
Ro xbury, MA 02121 
19. Walnut Ave. Head Start 
81 Walnut Ave. 
Roxbury, MA 
2m 
Roxbur y -North Dorchester 
c/o ABCD Head Start 
150 Tre mont st. 
Boston, MA 02111 
20. Montessouri Family Center 
188 Geneva Aveo 
Dorchester, MA 02155 
Parents and Childrens Services 
of Childrens Mission 
329 Longwood Avenue 
Boston, MA 02115 
21. St. James at St. Cyprians Church 
1073 Tremont st. 
Roxbury, MA 
South Boston APAC 
424 W. Broadway _ 
South Boston, MA 02127 
22. Old Colony Administration Building 
265 E. 9th st. 
South Boston, MA 02127 
23. St. Peter/Paul Church 
55 West Broad way 
South Boston, MA 02127 
24. St. Vincents Church 
361 E. st. 
South Boston, MA 02127 
South End Nei ghborhood 
-Program SNAP 
554 Columbas Avenue 
Boston, MA 02118 
26 7 -0374 
357-6000 ext. 441 
288-9151 
445-1772 
424-5430 
265-1852 
232-7950 
427-4702 
269-5160 
269-5160 ext. 47 
269-5160 ext. 27 
269-5160 ext. 42 
25. Meth. Union Manor 
465 Colu mbus Ave. 
Boston, MA 02116 
26. Mass Pike Towers 
342 Shawmut AveD 
Boston, MA 
27. Handicap Center 
465 Columbus Ave. 
Boston, MA 02118 
NEIGHBORHOOD HEALTH CENTERS 
1. Allston-Brighton 
51 Stadium Way•' 
Allston, MA 02134 
2. Longwood Center of 
Health Inc. 
332 Longwood Ave. 
Boston, MA 02115 
3. South Cove Community 
Health Center 
885 Washington st. 
Boston, MA 02111 
4. Charlestmm Bunker Hill 
Health Center of MGH 
73 High st. 
Charlestown, MA 02124 
5. MGH-Chelesea Health 
Center 
111 Bellington st. 
Chelsea, MA 02150 
6. Charles Drew Family 
Life Center 
Blue Hill Ave. 
Dorchester, MA 02121 
7. ABCD-Columbia Point 
Health Center 
300 Mount Vernon st. 
Dorchester, MA 02125 
2n 
Center for Children 
with Special Needs 
DENTAL PROGRAM STATUS ■ 
Not being utilized 
Has some limitations 
Not being utilized 
Very receptive 
Currently utilized 
Currently utilized 
Receptive to more 
involvement 
Uninterested 
Very receptive to 
more involv ement 
• 
482 -2865 
353-1952 
783 _-0500 
731-4505 
482-7555 
242-5700 
884-8300 
436-3000 
288-1140 
8. Harvard Street NHC 
895 Blue Hill Ave. 
Dorchester, Ma 02125 
9. Uphams Corner ·Health 
Center 
500 Columbia Road 
Dorchester, HA 02125 
10. Jamica Plain NHC 
3297 Washington street 
Jamaica Plain, MA 02130 
11. Martha Elliott Health 
Center 
33 Bickford st. 
Jamaica Plain, MA 02130 
12. Mattapan Ave. NHC 
1295 Blue Hill Ave. 
Mattapan, MA 02126 
13. North End Community 
Health Center 
332 Hanover st. 
Boston, MA 02119 
14. Roxbury-Dimock Commun-
ity Health Center 
55 Dimock st. 
Roxbury, M .. .t\ 02119 
15. Roxbury Comprehensive 
Community Health Center 
435 Warren street 
Roxbury, MA 02119 
16. Roxbury Dental and 
Medical Group 
185 Dudley st. 
Roxbury, MA 12120 
17. Whittier Street 
20 Whittier st. 
Roxbury, MA 12120 
is. Somerville-Mystic 
Health Center 
Zero River RD. 
Somerville, MA 02145 
19. South Boston NHC 
371 West Fourth st. 
South Boston, MA 02127 
2o 
Very r eceptive to 
more involvement 
Very receptive to 
more involvement 
Are interested; but 
very - busy. 
Currently utilized 
Cannot do any more 
Very reteptive to 
more involvement 
Currently utilized 
Very receptive to 
more involvement 
Very receptive to 
more involvement 
Currently utilized 
Very receptive to 
more involvement 
Not being utilized 
.. Not being utilized 
825-3 400 
287-8000 
522-4700 
522-5300 
269-0061 
742-9570 
442-7400 
442-7400 
442-6000 
427-1000 
623-8686 
268-96 70 
20. South Boston C ,.n unity 
Health Center 
133 Dorchester st. 
South Boston, _MA 02127 
21. South End Community 
Health Center 
400 Shawmut Ave. 
Boston, MA 02118 
2p 
Curr e ntly utilized 
Very receptive to 
more involvement 
269 - 7500 
266-6336 
• 
